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Sal Hepatica’s action has a sound 
pharmacologic basis because:- 


i It passes rapidly through the stomach. “The 
emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”' Sal Hepatica is antacid. 
“Effervescent mixtures decrease the emptying time of 
the stomach.”* Sal Hepatica is effervescent. 


2 In the intestine it promptly stimulates peristalsis. 
Sal Hepatica, by osmotic action, draws water into the 
intestine; the increased fluid bulk initiates peristaltic 
action. Evacuation usually follows promptly. 


Pleasant-tasting Sal Hepatica provides 
promptgentlelaxation without griping. Being 
antacid, it relieves the gastric hyperacidity 
frequently accompanying constipation. 
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1. The Physiological Basis of Medical Practice. 1945, p- 486. 


2. New England J. Med. 235:80, July 18, 1946. 
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Profound and prolonged relief of pruritus ani 


TOPICAL OINTMENT OF 


LyaoCortone” 
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RESULTS: Topical Ointment of HYDROCORTONE Acetate (2.5%) was 
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*Alexander, R. M. and Manhein, S. D., J. Invest. Dermat. 

21: 223-225, October 1953. 
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Designed in cooperation with leading proctologists, 
only the Ritter Proctologic Table, Type 7, features 
automatic elevation of the leg section above the high 
line of the body section as the leg section is lowered 
from horizontal to vertical. As a result of this exclusive 
feature, an abdominal drop-out area is immediately 
created. The depth of the drop-out area can be easily 
adjusted. 

Standard equipment includes adjustable headrest 
and kneerest with snap-lock adjustable leg strap on 
kneerest. The table is normally supplied with a foot 
lever tilt lock, as illustrated. A touch of the toe on the 
foot pedal and the motor-driven, hydraulically-oper- 
ated base raises patients effortlessly, quietly from 29” 
to 47”. Table tilts 55° head low and rotates 180°. Hip 
rest cushion and stirrups are available at slight addi- 
tional cost. Hand wheel tilt at slight additional cost. 
Standard silver metallic finish and black Masland 
Durasol upholstery. Ask your Ritter dealer for a 
demonstration or write to the Ritter Company, Inc., 
Ritter Park, Rochester 3, N. Y. 
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“Some Problems Concerning 





Both The Gynecologists 


and Proctologists Alike 


GILBERT F. DOUGLAS, M.D., F.A.C. S 
GEORGE CAPERS DOUGLAS, 3.S., M.D 
WILLIAM WESLEY DOUGLAS, B.S., M.S., M.D. 
B.S., M.D 

T 

A 


SARAH F. DOUGLAS, B.S., B.A., M. S., M. 4 
i gham, Ala. 


Often in this era of specialties and su- 
per-specialties our work is of necessity 
limited to one field. This is the basis of 
our specialty practice. However, in an 
effort to become a specialist it is all too 
easy for us to allow ourselves to reach the 
point - where our subconscious medical 
thinking automatically excludes all medi- 
cine from our thoughts except that which 
is directly related to our one limited 
field and too often our patients are the 
ones who suffer. Therefore, it is all fitting 
and proper that the relationship of gyne- 
cology and proctology be emphasized. How 
many proctologists will take the time to 
examine the cervix of a woman who com- 
plains of backache? It is likewise just 
as bad for a gynecologist not to do a suf- 
ficient rectal or proctologic examination 
for an unexplained backache.’ Rectal 
surgery may not appeal to most gynecolo- 
gists, but in the role of a complete physi- 
cian, we must examine a patient com- 
pletely or get someone to do it for us. The 
points in the following paper are being 
made with the idea of making us more con- 
scious of the conditions most likely to be 
passed over or forgotten in our combined 
fields. This paper is designed to refresh 
our minds about the relationship between 
gynecology and proctology. 


Basis of Relations 
1. Anatomic deviations due to congenital 
defects. - 
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1. Combined rectum and vagina or 
cloaca 
2. Imperforate anus 
3. Imperforate hymen 
2. Anatomic deviations due to pressure or 
trauma. 
1. Rectocele 
2. Hemorrhoids 
3. Rectal incontinence 
4. Recto-vaginal fistula 
5. Episiotomy and complications 
6. Rectal prolapse 
Relationship due to infectious processes. 
1. Proctitis 
2. Colitis—bacterial, amebic and ulcera- 
tive 
3. Diverticulitis 
4, Lymphopathia venereum with rectal 
stricture 
5. Anal fistulae 
6. Fissure-in-ano 
7. Rectal gonorrhea 
4. Relationship due to neoplasm, benign 
or malignant. 
1. Multiple polyposis 


*From the Department of Gynecology, Medical 
College of Alabama, Division of the University of 
Alabama. 

+ Gilbert F. Douglas, M.D., Associate Professor of 
Gynecology, Medical College of Alabama, 

t George C. Douglas, M.D., Captain, United States 
Air Force. 

§ William W. Douglas, M.D.. Intern, Philadelphia 
General Hospital, Phi adelphia, Pa 

|| Gilbert F. Douglas, Its, M.D., Assistant, Depart- 
ment of Medicine, Medical Page of Alabama. 

1 Sarah F. Douglas, B.S., B.A., M.S., M.T, 


Presented by invitation before the International 
Academy of Proctology, Plaza Hotel, New York City, 
May 30, 1953. 
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2. Benign tumors 
3. Scirrhous carcinoma—mostly in rec- 
to-sigmoid 
4. Adenocarcinoma — mostly in cecum 
and right colon 
5. Ovarian tumors, cysts, etc. 
6. Ectopic pregnancies 
5. Relationship due to miscellaneous fac- 
tors. 
1. Constipation and fecal impaction 
2. Endometriosis 
3. Pelvic pain 
4, Condylomata acuminata 


Discussion Embryologically, the end 
of the primitive gut is called proctodeum. 
Normally this proctodeum or anal plate 
undergoes dissolution which permits the 
stratified squamous epithelium of the ex- 
ternal skin to become continuous with the 
lining columnar epithelium of the rectum. 
The junction is the pectinate line. On the 
rectal side of the pectinate line lie the col- 
umns of Morgagni which are longitudinal 
mucosal projections. Crumped up portions 
of epithelium at this pectinate line are the 
papillae? It is at this point that many 
of the fissures occur. The sphincteric ac- 
tion of the anal tube is dependent upon the 
external voluntary sphincter and upon the 
internal involuntary sphincter. There are 
three muscle groups in the sphincter, all 
of which can be severed except the most 
internal sphincter which controls the bowel 
and is therefore very important in both 
rectal and gynecological surgery. 

The anatomy of the pelvis is so closely 
related, that the anus, vagina and the ure- 
thra cannot be separated logically. The 
anal support of the perineal body, levator 
ani muscles and the anococcygeal raphe 
extend from the posterior margin of the 
anus to the tip of the coccyx. According 
to newer work,® the levator fibers pass 
medially and posteriorly with the anterior 
fibers inserting into the side of the vagina 
and perineal body, fibers passing between 
the internal and external sphincters and 
the posterior fibers inserting into the ano- 
coccygeal raphe and the coccyx. The 
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fascial layers of the levator muscles form 

the floor of the perirectal spaces on either 
side of the rectum, with the superior por- 
tion being the peritoneum. The inferior 
boundary is the skin. The lateral boundary 
is the obturator fascia and the superior 
and medial portion of the anal wall and 
fascia which covers the inferior surface 
of the levator muscles. These spaces are 
filled with fat, lympathics and a certain 
amount of fibrous tissue. These spaces are 
all subject to infection and one must of 
necessity know the anatomical relation- 
ship in order to excise tissue, drain absces- 
ses or repair injured perineum. Fascial 
plane approximation is necessary to give 
adequate support. It is important to know 
the venous drainage of the anorectal re- 
gion so that adequate excision of vari- 
cosities can be accomplished. 

The cloacal type of congenital mal- 
formation and the imperforate ani, are 
ordinarily discovered at birth or when 
the mother notices that the baby fails 
to have bowel movements. Such close 
approximation of the rectum to the 
genito-urinary tract predisposes to as- 
cending infection and should be reme- 
died as soon as possible by adequate 
surgery. One should think of congenital 
defects in babies born of diabetic, luetic 
and mentally deficient mothers or those 
babies who did not go to term. Oc- 
casionally we see a girl who has just re- 
cently started menstruating in whom there 
persists an imperforate hymen with re- 
sulting abdominal distention, constipa- 
tion and pelvic pain. These cases are rare 
but one should think of this condition 
when one feels a bulge in the cul-de-sac 
on rectal examination. The treatment is 
adequate surgical incision of the hymen. 

In parous women the complaint of recto- 
cele chiefly is that of constipation.* It is 
quite rare, unless there is congenital re- 
laxation, to find rectocele in women other 
than those who have had children. The 
passage of the child’s head through the 
bony pelvis, the stretching of the skin, 
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muscles and fascia of the pelvic outlet, 
precipitous labors or those of many hours 
duration causes rectocele. In making the 
diagnosis of rectocele, one should, by a 
combination of finger and speculum exami- 
nation, distinguish between enterocele and 
rectocele, which can be done satisfactorily 
with one finger in the rectal canal pushing 
inferiorly and another finger or speculum 
in the vagina, attempting to see if there is 
any intestine caught in the space between 
the rectum and the vagina. Adequate re- 
construction and alleviation of the recto- 
cele should consist of superficial and deep 
transverse perineal repair, levator muscle 
repair, endopelvic approximation, repair 
of the lacerated capsule of the rectum and 
its anchorage and posterior vaginal wall.. 
In most cases, women should not have a 
simple rectocele repair unless their child 
bearing period is climaxed or unless symp- 
toms of rectal pain are so severe and no 
other pelvic or rectal pathology can be 
demonstrated. 


Hemorrhoids or Venous Vari- 
cosities are the radicals of the inferior, 
middle and superior hemorrhoidal veins, 
being covered by rectal mucosa or skin if 
external. Dilated venules are caused by: 
1) childbirth, 2) the lack of venous valves 
in the superior hemorrhoidal vein, 3) in- 
fection, 4) constipation with straining at 
the stool, 5) overeating with frequent hard 
bowel movements, 6) several idiopathic 
causes. 

Internal hemorrhoids, or those which 
arise above the pectinate line, give symp- 
toms of pain, especially on defecation, and 
fullness in the rectum with incomplete 
bowel movements. Thrombosis, edema, 
ulceration and infection develop with con- 
sequent excruciating pains, and—if large 
enough—prolapse. External hemorrhoids 
are less likely to give as much pain but 
may be aggravating because of pruritus, or 
the appearance of small blood streaks in 
the stool. Low grade anemias occur from 
both internal and external hemorrhoids. 
Most gynecologists do not perform 


(Vol. 5, No. 1) MARCH 1954 


hemorrhoidectomies but use soothing sup- 
positories, bed rest, ice caps or occasion- 
ally sitz baths. For most complete relief, 
radical extirpation seems feasible. The 
use of mineral oil to soften stools is also 
advisable. 


Rectal Incontinence, excluding neu- 
rological conditions such as multiple 
sclerosis and senility, may be due to ill- 
advised severance of the most internal 
sphincter during both proctologic and 
gynecologic operation. One will not have 
incontinence if the internal sphincter is 
left intact. Secondary repair of rectal in- 
continence due to injury should be aimed 
at repair of this sphincter. Obstetrical pro- 
cedures also contribute to a great number 
of cases of anal incontinence. Recto vagi- 
nal fistulae are caused most commonly by 
metastasis of genital malignancy followed 
by extensive irradiation, which causes 
fibrosis and avascularity of the recto-vagi- 
nal septum with resultant sloughing. 
Chronic disease in females plus trauma are 
also causes of recto-vaginal fistulae. Post- 
irradiational repair of such fistulae are 
extremely refractive to repair but a new 
procedure by Garlock adds some promise 
to successful repair.* 

Proctoscopy or speculum examination 
of the vagina and use of dyes will 
show the rent in the septum. The 
possibility of rectal fistula following 
episiotomy is also present but is rare 
if proper repair is done after birth. 
Most complications of episiotomy follow 
infection. In a study of 2,987 consecutive 
episiotomies, Kretzshmar and Huber stated 
that infections occurred in 2.5% where 
silkworm gut was used, and in 1.3% when 
cat gut was used. Pain followed by red- 
ness and tenderness of the wound are the 
initial symptoms of infection. Usually 
infection is due to the passage of a needle 
too deeply into the wound thereby pene- 
trating the rectal wall and bringing colonic 
bacteria into the wound. With a finger in 
the rectum, any such suture can be pal- 
pated and should be cut out immediately. 
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Recto-vaginal fistulae, may complicate 
an infective episiotomy. Rectal inconti- 
nence may follow a third degree perineal 
laceration. Small localized perianal ab- 
scesses are complications of episiotomy.® 

An infected episiotomy wound should be 
drained and excess tissue excised but not 
sutured. A waiting period of at least 6 
weeks with secondary repair usually 
allows infection to subside and the wound 
to heal. Antibiotic therapy should be 
aimed at gram negative as well as gram 
positive organisms in treating abscesses 
and infection following episiotomies. Sul- 
fasuxidine, although possessing the po- 
tentiality of impeding collagen and anti- 
gen-antibody reaction, tends to sterilize 
the colon so that secondary repair can be 
carried out. 

Prior to 1945, states Harold Chaple.’ 
it was not generally realized that 
rectal prolapse could be treated success- 
fully by abdominal operation. It was soon 
after this that Bonnie’s technique of at- 
taching the colon to the posterior surface 
of the uterus was utilized. The term rectal 
prolapse is often confused with simple 
prolapse of rectal mucosa.’ This condi- 
tion is invariably associated with the her- 
niation of the pouch of Douglas. As the 
peritoneal pouch descends it carries the 
anterior rectal wall with it as would a 
sliding hernia. Exertion causes protru- 
sion of the mass and sphincter muscles be- 
come very atrophic. A combined perineal 
and abdominal operation for the repair of 
rectal prolapse was mentioned whereby 
the rectum was mobilized and transversalis 
facia sutured. The hernial sac and 
closure of the pouch of Douglas by circu- 
lar suture was accomplished and the pelvic 
colon was fixed to the lateral wall of the 
pelvis.® 

Rectal Strictures can also be caused 
from irradiation and scarring following 
hemorrhoidectomy as well as the well 
known strictures of venereal lympho- 
granuloma. 

Proctitis and Vaginitis assymptoms 


generally are found to be quite frequent. 
Vaginitis is usually caused by trichomonas 
vaginalis, monilia, trichophyton infection, 
and E. coli. Proctitis is due chiefly to 
amoeba, pin worms and infected hemor- 
rhoids and anal ulcers. In these days of 
antibiotics, Terramycin is a prime offender. 
With use of multiple antibiotics which steri- 
lizes the colon, overwhelming monilia in- 
fections have also been seen. Fungus in- 
fections can be treated by standard cream 
and jellies as well as Gentian Violet, 2 to 
5%. Post-menopausal women who have 
occasional spotting also tend to have itch- 
ing and burning. This can be cleared up 
by stilbesterol, 1 milligram daily 
for a week or 10 days,® with hormone 
therapy. Cornification of senile epithelium 
is a cure for the senile vaginitis. Proctitis 
caused by Terramycin and Aureomycin 
is best treated by the discontinuance of 
the drugs if it is feasible to do so, or by 
local application of local anesthetics to the 
perianal region. 

The term factitial proctitis was coined 
by Duie and Malmgren in 1930 and de- 
noted an inflammation of the rectum pro- 
duced unintentionally. Maas has estimated 
that from 50 to 75 per cent of patients 
treated by irradiation have permanent resi- 
dual changes in the recto-sigmoid. Out of 
600 cases of patients irradiated, endoscopy 
revealed that the shortest time for onset 
of symptoms was 28 days and the longest 
time being 278 days, so that the patient 
has had to be followed consistently as long 
as 9 to 10 months.’ Proctitis following 
syphilis and gonorrhea are common when 
the anus is infected. 

One should distinguish between primary 
and secondary and pruritus. Primary anal 
pruritus is usually considered as a dis- 
ease within itself but with an obscure 
etiology. Papillitis, proctitis, infected 
hemorrhoids, cryptitis, etc., can lead to a 
primary anal pruritus. Secondary anal 
pruritus is that type which is due to some 
other anorectal process which has _pro- 
duced _ irritation and _ maceration.!° 
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Standard dermatologic treatment should 
be, 1 compresses for weeping lesions, 2 
3 per cent Ichthyol or Ammoniated Mer- 
cury in Zinc Oxide base, 3 Calamine lo- 
tion applied daily, and 4 the very impor- 
tant use of sedatives, since a large num- 
ber of cases of anal pruritus and prob- 
ably the majority of cases are due to 
nervous tension. The newer derivatives of 
fatty acids, diodoquin and estradiol benzo- 
ate have all been used with varying suc- 
cess. It has been our experience that the use 
of estrogen gives marked relief, especially 
in patients who are at the climacteric. The 
gynecologist as well as the proctologist 
can have success in treating this particular 
type of pruritus in a conscientious and 
successful manner. 

Colitis, for the most part, is handled by 
the gastro-enterologist but the proctologist 
and gynecologist must be aware of etiology 
and symptomatology to differentiate it 
from other abdominal pathology. Ulcera- 
tive colitis is an inflammatory lesion of the 
colon and rectum and found rarely in the 
distal ileum. It is important to know that 
amebic dysentery. bacillary dysentery and 
granulomatous lesions should not be in- 
cluded under ulcerative colitis. One makes 
a diagnosis of ulcerative colitis by the pres- 
ence of fever, weakness, weight loss, gener- 
alized malaise, dehydration, anemia and lo- 
calized bowel symptoms such as the pass- 
age of blood, mucous, pus, the presence of 
diarrhea and generalized rectal or abdomi- 
nal pain. If the gynecologist is interested. 
he can do a quick proctoscopic examination 
on his patient with these symptoms and in 
90% of the cases, can diagnose the dis- 
ease by the finding of minute hemorrhagic 
ulcerations which tend to become con- 
fluent. 

If untreated, the disease spreads 
through all the layers of the bowel with 
formation of cicatrix, contraction and the 
so called “lead pipe” colon. The gynecolo- 
gist may be the first one who sees this pa- 
tient, for often the cicatricial stage of the 
disease may be accompanied by abscess 
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or sinus formation in the perineum, vagina 
and bladder as well as the intestines. 
Again, etiology of this disease has been 
postulated as, 1) enterococcus, 2) amebic 
dysentery, 3) bacillary dysentery, 4) die- 
tary, allergic or neurogenic factors with 
concomitant intestinal infection. Besides 
the typical proctoscopic findings, barium 
enema and complement fixation tests give 
additional information in questionable 
cases. Since malignant change in chronic 
ulcerative colitis is only 2 to 3 per cent, 
medical treatment can be tried but is en- 
tirely unsatisfactory.?° 

The problem of chronic ulcerative colitis 
often comes up in relation to pregnancy. 
In a recent paper a study of 6 pregnant 
women who had chronic ulcerative colitis 
revealed the following astounding factors: 
1) all 6 of these patients had definite 
neurotic traits manifested by immaturity, 
hostility, tension and poor relationship 
with their parents. Three of the 6 pa- 
tients who had severe neurotic manifesta- 
tions and who developed ulcerative colitis 
during or at the end of pregnancy showed 
a severe type of bowel disease which was 
very resistant to medical therapy. Final 
dispensation being ileostomy in all three: 
2) It was found that when there is a stage 
of remission, pregnancy was considered to 
be less hazardous. 3) Psychiatric as well 
as physical evaluation of the patient was 
necessary.!! A similar study of 17 cases 
of patients ranging in age from 21 to 34 
years of age showed similar findings and 
the author was of the opinion that a pa- 
tient should refrain from becoming preg- 
nant when she had chronic ulcerative 
colitis unless a remission of the disease 
had been present for a long time.!? 

It is important to note the granulo- 
matous diseases of the colon such as tuber- 
culosis, nonspecific cicatrizing regional co- 
litis, gumma, actinomycosis and lympho- 
granuloma which will be discussed later. 
Tuberculosis is usually not picked up on 
proctoscopic examination but should be 
suspected in cases of pulmonary tubercu- 
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losis in which the patient gives an obscure 
intestinal manifestation especially refer- 
able to the right half of the colon and first 
half of the transverse colon. 


Gumma is considered when a patient 
has a positive luetic history. Fungus dis- 
eases of the colon are considered when a 
patient shows evidence of systemic dis- 
ease and gives a history of being in en- 
demic areas of a particular fungus. 

Diverticula of the large intestine are 
found in approximately 3% of the popu- 
lation and 5% of persons over 40 years 
of age. They possess all the coats of the 
large intestine and usually become _in- 
fected when the pouch cannot be evacuated 
of fecal contents. They are usually con- 
genital in origin and give vague symp- 
toms such as chronic indigestion, chronic 
constipation, and abdominal pain. How- 
ever, the diverticulitis may mimic an ab- 
dominal pain similar to that found in an 
acute pelvic inflammatory disease with left 
lower quadrant pain, mass, fever, leukocy- 
tosis, and abdominal tenderness. Mild or 
intermittent bleeding occurs in approxi- 
mately 20% of the cases with signs of 
obstruction being quite common. Again, a 
good history and physical usually is suf- 
ficient to make the distinction. 

Treatment of such condition is rest 
and diet with use of penicillin and sul- 
fanilamides. Operative treatment should 
be limited to those who have recur- 
rent attacks, for mortality after opera- 
tions for diverticulitis varied from 20 
to 50% in the past. Should 


surgery 
be undertaken, a two-stage operation 
with proximal colostomy should be 


done.1° Sometimes symptoms of diverti- 
culitis resemble those of perforating car- 
cinoma of the sigmoid, and barium enema 
should be employed to make the distinc- 
tion. 

Venereal Lymphogrenuloma is an 
acquired contagious disease caused by a 
filterable virus which gives a_ positive 
Frei skin reaction, and should not be con- 
fused with granuloma inguinale which 
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does not involve the lymphatic system but 
rather the subcutaneous tissues and skin, 
and shows the characteristic Donovan 
bodies. Associated constitutional symp- 
toms are fever, rigors, sweat, anorexia 
with occasional nausea and vomiting, and 
weight loss. In males the typical forma- 
tion of bubo results with extensive ele- 
phantiasis of penis and scrotum. In fe- 
males there is the more frequent in- 
volvement of the intra-pelvic glands with 
the formation of the syndrome known as 
esthiomene, with enlargement and ulcera- 
tion about the vulva and ano-rectal re- 
gion which may lead to an inflammatory 
rectal stricture. 

Intestinal manifestations are proctitis, 
colitis, anal fistulae, rectovaginal fistulae 
and rectal stricture, which are classi- 
fied as either tubular or diaphragmatic. 
The primary lesion in the female is 
most likely to be found in the vagina 
or on the cervix, thereby providing a path- 
way either peri-rectally through the 
plexus of the recto-vaginal system or 
through the utero-sacral ligaments. In 
either sex the infection may spread up- 
ward from an anal lesion. Sodomy may 
cause direct implantation of the virus into 
rectal mucosa. 

Lymphatic stasis in the presence of 
infection fibrosis and contrac- 
tion with a resulting inflammatory stric- 
ture in the lower portion of the rec- 
tum. This condition is one of the more 
easily diagnosed of the combined fields of 
gynecology and proctology. 


causes 


Treatment should consist of antibiotics 
until inflammatory condition has subsided, 
and then routine dilation with stretching 
of the fibrous ring. Operation for removal 
of the fibrous ring has generally been un- 
successful with proximal colostomy being 
the most satisfactory form of surgery when 
obstruction is severe. As mentioned be- 
fore, rectal stricture following irradiation 
is quite frequent in those patients who 
have had irradiation for carcinoma of the 
cervix. 
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In discussing abscesses and fistulae 
about the anus and rectum one comes to 
a question of which comes first, the ab- 
scess or the fistula. It is now generally 
accepted that the abscess has its origin 
first, followed by the fistula when it drains 
or is excised. The abscesses occur in five 
surgical spaces about the anus and rec- 
tum:?° the two ischio-anal spaces found 
beneath the levator-ani muscles; the two 
pelvi-rectal spaces found immediately 
above the levator-ani muscles and below 
the peritoneum and finally the retro-rectal 
space found above the levator and behind 
the rectum and in front of the sacrum. 

The initial abscess is thought to occur 
because of infectious material entering 
tiny crypts and blind ducts, becoming sur- 
rounded, necrosed, and finally giving 
symptoms of tenderness, pain, swelling 
and local heat. Usually if the abscess is 
located in the more superficial ischio-anal 
fossae, the signs are those of acute in- 
flammatory disease, and is easily recog- 
nized by the physician and patient. The 
deeper pelvi-rectal and retro-rectal spaces 
give symptoms of abdominal heaviness, oc- 
casional chills and fever, digital palpation 
of a doughy swelling and occasionally 
peritoneal irritation if located in the pelvi- 
rectal space. 

In general, fistulae are classified 
as being incomplete internal, incom- 
plete external or complete, depending on 
whether the fistulous tract extends from 
inside the rectum to a point not connect- 
ing with the peri-anal skin, inward, or 
whether the tract communicates between 
the inside of the rectum and the peri-anal 
skin.13 Surgical obliteration of the fistu- 
lous tract should not be undertaken until 
the acute inflammation has been cleared 
because healing will not take place in the 
presence of infection. It is important that 
the gynecologist and proctologist recognize 
the difference in location and symptoma- 
tology of a peri-rectal abscess versus some 
tvpe of labial abscess or infected Bar- 
tholin gland. The patient should always 
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be prepared with antibiotics which cover 
the spectrum of both gram-negative and 
gram-positive organisms. Supportive 
therapy such as sitz baths three times a 
day, mineral oil for hard stools and 
analgesics for pain should be ordered. 

Fissure-in-Ano is commonly mistaken 
for hemorrhoids because a patient might 
be seen who complains of pain on defeca- 
tion with the presence of a small amount 
of blood on the hard stool, often seen by 
the gynecologist. Examination reveals a 
very tight anal sphincter wi.) spasm and 
tenderness. Sim’s position with anoscopy 
reveals the characteristic heaped-up mu- 
cosa called the “sentinel pile” with a fis- 
sure just above this pile. 

Gonococcal infection of the rectum 
usually occurs in women who _ harbor 
the infection in the cervix or urethra, 
and is very rarely primary in the rec- 
tum. Contamination at defecation is 
the usual means of infection. Contam- 
ination by instrumentation or digital 
examination are also modes of _ infec- 
tion. Incidence of rectal gonorrhea con- 
comitant with genital has varied from 
1.3% in 1927 to 25-42% in this present 
day.14 The present-day antibiotic therapy 
has markedly reduced this disease in wo- 
men who are willing to undergo therapy. 
Findings suggestive of rectal gonorrhea 
are pus or muco-pus or reddened rectal 
mucosa within the last two to three inches 
of the rectum. Positive diagnosis is made 
by finding gram-negative intra-cellular 
diplococci in a smear made from material 
gotten from the bowel wall at these points. 
A routine of using combined sulfa and 
penicillin usually suffices for therapy of 
this disease. Poor hygiene should be cor- 
rected and proper use of douches and toi- 
let habits should be emphasized. 

The most important benign neoplasia of 
the polypoid type are: 1) adenoma, 2) 
papilloma, 3) inflammatory polyps, and 
4) the rare familial multiple polyposis. 
Adenomas occur most frequently in the 
colon and rectum and may vary in size 
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from a very small tumor to a large lemon- 
sized mass. Symptomatology may be nil, 
but if the adenoma is pedunculated bleed- 
ing is frequently seen as the first symptom. 
It is thought that the adenoma is the most 
frequent cause of bleeding in the large in- 
testine in children. Only by fluoroscopic 
examination and air contrast studies can 
large bowel adenomas above the rectum 
be located. 

Papilloma grossly appears as a soft, 
spongy cauliflower-like mass in the bowel, 
usually having a flat attachment to the 
bowel. Roentgenographic studies often 
give the impression that there is a colonic 
carcinoma present and clinically can not 
be distinguished from carcinoma. How- 
ever, the tumor is soft, the intestinal wall 
has undergone no aberration and micro- 
scopic examination reveals no signs of 
cancer. It should be emphasized that the 
whole tumor should be submitted and the 
stalk examined thoroughly for histologic 
changes suggestive to cancer. 

Multiple Polyposis is a rare familial 
condition in which the rectum is spotted 
with numerous adenomas and papillomas 
of all sizes and shapes. Young adults are 
more prone to first show symptoms of this 
disease with frequent passage of blood, 
mucus, and tumor tissue in the stool, with 
severe anemia and general debilitation. 
Subsequent development of carcinoma is 
high. It is a good rule for the gynecolo- 
gist to investigate the gastro-intestinal 
tract if no malignancy can be found in the 
genito-urinary tract or genital tract. 

The average woman is always relieved 
when she is told after a periodic exami- 
nation (physical) that she does not have 
cancer of the breast or genitalia. I dare 
say that her complacency would be dis- 
turbed if she were informed that for a 
recent year, the U. S. vital statistics show 
that 17% of the female cancer deaths were 
caused by cancer of the colon and rectum. 
Very few are cognizant of the fact that 
carcinoma of the colon frequently in- 
volves the genitalia, and failure to diagnose 


the gynecological involvement in carci- 
noma lies in the failure to carry out a 
pelvic examination. 

Careinoma of the sigmoid gives signs 
which may be confused with ovarian 
malignancy or endometriosis, and one 
should always be suspicious when there 
is alternating constipation and _ diar- 
rhea. Scirrhous carcinoma is not the 
only carcinoma which is found to later 
involve pelvic structures. Metastatic 
carcinoma is frequently seen. The sec- 
ondary ovarian carcinomas having a 
primary site in the stomach are the well- 
known Krukenberg tumors. Occasionally 
one runs into the problem of carcinoma of 
the rectum during pregnancy, even though 
rarely. 

Recommended therapy in these cases 
is: 1) radical resection of the rec- 
tum with relative disregard to the preg- 
nancy during the first trimester; 2) in the 
second trimester, if the fetus is dead and 
if the size of the fetus would interfere with 
the intestinal operation, a section with a 
simultaneous intestinal resection should 
be done if the patient is thought to be in 
good condition; 3) in the last trimester, 
caesarean section and _ hysterectomy 
should precede the intestinal resection by 
two to four weeks. 

Recent surveys show that 64% of car- 
cinomas were located in the rectum and 
recto-sigmoid and 36% in the colon. 
Therefore, if routine proctoscopic exami- 
nation is done in patients who have symp- 
toms of carcinoma one will pick up the 
greater majority. 

The symptoms of carcinoma of the 
colon depend upon three chief types 
of carcinoma: 1) the soft medullary 
adenocarcinoma: 2) the scirrhous fibro- 
carcinoma; and 3) the mucoid adeno- 
carcinoma. In the right half of the 
colon large bulky ulcerating lesions tend 
not to give obstruction due to the liquid 
nature of the fecal current at that point, 
the lack of tendency to encircle the bowel 
completely and the good likelihood that 
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penetration perforation, and abscess for- 
mation will occur first. Therefore, symp- 
toms of right half of colon carcinoma are 
anemia, cachexia, bleeding, and mass. 

Symptoms of the left half of the colon 
are usually those of intestinal obstruction 
with increasing constipation visual peris- 
talsis and signs of chronic obstruction. It 
should be emphasized that signs of bleed- 
ing and ulceration are late, and prognosis 
becomes poor especially when symptoms 
of weight loss, cachexia and dehydration 
are waited for before investigation of the 
bowel. It is not uncommon to see a patient 
who has complained of typical “female 
troubles,” genito-urinary tract to have 
been investigated from one end to the 
other before being subjected to a rectal 
and proctoscopic examination and possibly 
barium enema; then one finds too late 
the cause of her anemia as being an in- 
operable carcinoma of the colon or rectum. 

Recently a study of 37 cases of car- 
cinoma of the large intestine with involve- 
ment of the uterus, tubes and ovaries re- 
vealed that 7 of these cases previously had 
operations performed on a portion of the 
genital tract. Two of the 37 cases revealed 
gross abscess formation involving the 
colon, uterus, tubes, and ovaries. In 19 
cases there was actually carcinoma in the 
adjacent structures. In 13 cases Kruken- 
berg tumors were found. In 10 of these 
cases the ovarian carcinoma was unilateral 
and 3 bilateral.1° The type of operation 
performed of course depends on the 
amount of involvement of each organ. In 
treatment of rectal and colonic carcinomas 
by radiation it has been pointed out! 
that the radiation produces changes in 
normal as well as pathologic cells with 
massive fibrosis occurring, so that after 
radiation one is frequently at loss to tell 
the difference between induration pro- 
duced by carcinoma and that produced 
by radiation. Sequelae to irradiation are: 
1) radiation proctosigmoiditis, 2) stenosis 
3) fistula formation, 4) inability to dis- 
tinguish between normal and carcinoma- 
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tous changes. Therefore it has been a 
good practice to evaluate the case thor- 
oughly, treat it by medical and surgical 
means and then resort to irradiation as a 
last means of therapy. 

It must be borne in mind that me- 
tastasis may occur to the bowel wall 
from any of the pelvic organs; how- 
ever it is generally rare to find in va- 
sion by a primary carcinoma from the 
body of the uterus. Carcinoma of the 
vagina may be mistaken for a primary 
lesion of the rectum. It is often difficult 
to tell whether or not the tumor in the 
wall of the rectum is primary or is a meta- 
stasis from far-advanced carcinoma of the 
cervix.!7. Summary of a recent paper 
showed that carcinoma of the sigmoid and 
rectum tends to become adherent or in- 
vade the uterus and its appendages as well 
as the vagina in many cases. Under these 
circumstances the lesion is usually found 
to involve all coats of the bowel, and in 
approximately 40% of the cases in which 
the bowel is adherent to the uterus, malig- 
nant invasion could be demonstrated his- 
tologically. When the lesion is extremely 
close to the vagina involvement is found 
to be as high as 88%. At operation it 
was impossible to determine whether. the 
adherence was due to inflammation or 
malignancy, so a complete hysterectomy 
and removal of the posterior vaginal wall 
was performed. Out of 47 cases there was 
a mortality of 4% or two deaths. 

A 5-year followup showed that 38% 
were free of recurrence. Therefore, it 
was concluded that greater salvage 
rate is obtained with resection of as 
many structures as is possible.* 

Marshak indicated that many extren- 
sic lesions might affect the recto-sig- 
moid.!® Included under this group are: 
1) carcinoma of the cervix with a frozem 
pelvis; 2) chronic inflammatory disease; 
3) ovarian carcinoma and ovarian cyst: 
4) fibroid uterus; 5) lymphosarcoma and 
metastatic carcinoma; 6) retroperitoneal 
tumors; 7). post-operative adhesions. It is 
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tion by obtaining a good history, doing a 
complete physical, performing an ade- 
quate rectal and proctoscopic, performing 
a good pelvic examination and then do- 
ing a minimal amount of laboratory work. 

The problem of large ovarian tumors, 
cysts, etc., can usually be solved by the 
pelvic examination. The appearance of 
pleural effusion and ascites plus pelvic 
mass is highly suggestive of the Meig’s 
syndrome. Peritoneal implants, can in 
themselves cause similar findings, and 
again it is important to investigate the 
gastro-intestinal tract when the diagnosis 
is not clear. The lymphatics should be 
investigated for signs of metastasis. 

The proctologist should be ectopic- 
pregnancy minded. Occasionally, with 
symptoms of lower abdominal pain, bleed- 
ing and mass one might jump to an in- 
correct conclusion as to the diagnosis. A 
good history, the missing of a menstrual 
period, previous history of pelvic inflam- 
matory disease, especially when treated. 
presence of vaginal bleeding, and more 
often right lower quadrant pain and a 
mass, is highly suggestive of ectopic and 
not of disease in the recto-sigmoid. The 
presence of the abdominal type of ectopic 
is more infrequent and offers a slightly 
harder diagnosis.?° 

Anorectal Pain due to constipation 
and fecal impaction is one of the more 
simple diagnoses to make. Osler’s five: fat, 
fetus, flatus, fluid and feces cover a great 
number of pelvic or abdominal conditions. 
Intestinal atony due to habitual use of 
laxatives, pregnancy — especially multiple 
—and avitaminosis are common causes. 
It is a good rule to give a thorough enema 
where there is an undiagnosed mass in the 
rectum or pelvis, especially before any 
kind of laporotomy.?' 

Endometriosis is found in the recto- 
sigmoid in 2.4% of all women during their 
active menstrual life. Gross occult blood 
in the stool plus sigmoidoscopy, revealing 
a puckered, red, congested mucosa, is 


almost always possible to make a distinc-: 


highly suggestive of endometriosis. This 
lesion may undergo malignant degenera- 
tion.” Clinically, the average age inci- 
dence of obstructive symptoms due to en- 
dometriosis is about 40 years, which is 
somewhat greater than the average age 
incidence of simple endometriosis. The 
bowel is frequently densely adhered to 
the pelvic organs with indications of en- 
dometriosis involving the uterus, ovaries, 
tubes, broad ligaments, and other pelvic 
organs. Actual tissue on the wall of the 
bowel may not be seen, but a biopsy of 
the wall will reveal endometrial tissue. 

Conservative hormone therapy is generally 
accepted in the younger group but severe 
cases must be treated with castration. 
Severe intestinal obstruction has to be 
treated with bowel resection, but trial 
oophorectomy is certainly the method of 
choice.22, Important points in diagnosis 
of ileum obstruction caused by endome- 
triosis are: 1) sterility of more than 10 
years duration; 2) increasing acquired 
dysmenorrhea; 3) menstrual symptoms 
of endometriosis with progressive ileal ob- 
struction; 4) tender nodules in the cul-de- 
sac of Douglas or along the utero-sacral 
ligaments.?* 

Pelvic Pain is a common complaint 
with many etiologies and should not be 
passed off with saying, “you have arthri- 
tis,” or “you have a small ovarian cyst,” 
or “your womb is tilted.” We owe it to 
the patient to exhaust every method of 
diagnosis.24 There are many misceilane- 
ous conditions which are encountered by 
the proctologist and gynecologist which 
cannot be mentioned here, but from the 
foregoing you can get a general idea of the 
complexities and interrelations of condi- 
tions which may be encountered by both 
specialties. I wish to leave these impres- 
sions: that is, that no complaint of pain 
should be passed off as psychogenic un- 
less we have used all methods of diag- 
nosis to prove otherwise. Secondly, that 
any isolated symptom must be _ investi- 
gated with or without pain. Thirdly, that 
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since the pelvic, rectal and colonic sys- 
tems are so closely associated the proctolo- 
gist and gynecologist must take it upon 
themselves to either examine the person 
fully or send them to a competent per- 
son who is interested in that field and will 
do so. In that manner we become more 
competent. 

Summary It has been the purpose of 
this paper to dwell on the interrelated field 
which exists between the proctologist and 
gynecologist and to try to impress upon 
you the importance of thoroughness of 
examination and trustworthy care. It was 
pointed out that routine vaginal examina- 
tion should be done on proctology pa- 
tients if at all feasible, and that adequate 
rectal or proctoscopic examination should 
be done on female patients with com- 
plaints referable to the lower gastro- 
intestinal tract. Some of the relations 
have been mentioned between the two 
fields, and I hope to leave the impres- 
sion in the minds of gynecologists that 
they should not be pure specialists as such 
but should be female urologists and proc- 
tologists if they have the interest, and be 
cognizant of the fact that no specialty is 
a pure field in itself. I would like to sug- 
gest to the proctologist that he can, with 
a minimal amount of effort, do an ade- 
quate pelvic examination and send the wo- 
man away from his office confident that 
she has had a thorough and competent 
examination. It has been pointed out in 
this paper that 17% of carcinoma in the 
female is located in the colon and rectum, 
and therefore when one assures her that 
she has no breast or genital carcinoma he 
is not assuring her that she does not 
have carcinoma. He must not assure her 
that she does not have carcinoma of the 
lower gastro-intestinal tract unless he 
takes the time to investigate that portion. 
It is our feeling that at periodic intervals 
the two fields of specialties should review 
their relationships and related diseases to 
make us complete physicians. 
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Conclusions 

A. Specialists, and super-specialists, work 
is of necessity limited to one field, but 
the patient does not get the best care 
unless the patient as a whole is evalu- 
ated. 

B. This paper is designed to refresh our 
minds about relationships between 
Gynecology and Proctology. 

C. Basis of Relations 
1. Anatomic deviations due to con- 

genital defects. 
a. Combined rectum and vagina or 
cloaca 
b. Imperforate anus 
c. Imperforate hymen. 
2. Anatomic deviations due to pressure 
or trauma 
1. Rectocele 
2. Hemorrhoids 
3. Rectal incontinence 
4. Recto-vaginal fistula 
5. Episiotomy and complications 
6. Rectal prolapse. 
3. Relationship due to infectious proc- 
esses. 
1. Proctitis 
2. Colitis — bacterial, amebic and 
ulcerative 
3. Diverticulitis 
4. Lymphopathia venereum with rec- 
tal stricture 
5. Anal fistulae 
6. Fissure-in-ano 
7. Rectal gonorrhea 
4. Relationship due to neoplasm, be- 
nign or malignant, 
1. Multiple polyposis 
2. Benign tumors 
3. Scirrhous carcinoma — mostly in 
recto-sigmoid 
4. Adenocarcinoma — mostly in ce- 
cum and right colon 
5. Ovarian tumors, cysts, etc. 
6. Ectopic pregnancies. 
5. Relationship due to miscellaneous 
factors. 
1. Constipation and fecal impaction 
2. Endometriosis 
3. Pelvic pain 
4. Condylomata acuminata 

D. Feeal continence is maintained chiefly 
by the innermost sphincter. 

E. Post-irradiational repair of fistulae are 
extremely refractive to repair. 

F. In the study of 2,987 consecutive epi- 
siotomies, Kretzshmar and Huber 
stated that infection occurred in 2.5% 
where silkworm gut was used and in 
1.3% where cat gut was used. 
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G. Proctitis caused by Terramycin and 
Aureomycin is best treated by the dis- 
continuance of the drugs. The term 
factitial proctitis was coined by Duie 
and Malmgren in 1930 and denoted an 
inflammation of the rectum produced 
unintentionally. 

H. Colitis, for the most part, is handled 
by the gastro-enterologist. Ulcerative 
colitis is an inflammatory lesion of 
the colon and rectum and rarely in the 
distal ileum. 

I. The gynecologist may be the first one 
who sees the patient with cicatricial 
contractions. Often these are accom- 
panied by abscesses or sinus forma- 
tion in the perineum. 

J. Diverticula of the large intestine are 
found in approximately 3% of the 
population and 5 per cent of persons 
over 40 years of age. 

K. Venereal lymphogranuloma is an ac- 
quired contagious disease caused by 
filterable virus which gives a positive 
Frei skin reaction, and should not be 
confused with granuloma inguinale 
which does not involve the lymphatic 
system, but rather the subcutaneous 
tissues and skin and shows the Dono- 
van bodies. 

L. It is not always known which comes 
first, the abscess or the fistulous tract. 
Fissure-in ano is commonly mistaken 
for hemorrhoids. 

M. The most important benign neoplasia 
of the polypoid type are 1) adenoma, 
2) papilloma, 3) inflammatory polyps 
and 4) the rare familial multiple 
polyposis. Multiple polyposis is a rare 
familial condition. 

N. Recent surveys show that 64% of car- 
cinomas were located in the rectum and 
recto-sigmoid and 36% in the colon. 

O. Proctologists should be ectopic preg- 
nancy minded as well as the gynecolo- 
gist. Ano-rectal pain due to fecal 
impaction and constipation is one of 
the more simple diagnoses to make. 
Osler’s five: fat, fetus, flatus, fluid and 
feces cover a great number of pelvic 
or abdominal conditions. 

P. Endometriosis is found in the recto- 
sigmoid in 2-4% of all women during 
their active menstrual life. Clinically, 
the average age incidence of the onset 
of obstructive symptoms due to en- 
dometriosis is about 40 years. 

Q. Pelvic pain is a common complaint 

with many etiologies and should be 

diagnosed early. 
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R.It is our feeling that at periodic in- 
tervals the two fields of specialties 
should review their relationships and 
related diseases to make us complete 
physicians. 
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Hemorrhoidectomy 





and Perineorrhaphy 


As a Combined Procedure 


In the Central part of Minnesota, proc- 
tology has been practiced by general 
surgeons who have not put forth the nec- 
essary time, energy and study this field 
deserves. Consequently the rectum and 
rectal pathology has: been more or less 
overlooked. Being classed as a general 
surgeon with a leaning toward proctology, 
but doing gynecology and proctology, I 
would like to present the following ob- 
servations. 

Previous to the years 1942-43, the ma- 
jority of the women were confined in the 
home and it is obvious that those with 
first and second degree lacerations were 
treated very conservatively. This group 
of women are now 55 to 70 years of age 
and a number of them have rectoceles, 
along with relaxed sphincter muscles, 
large hemorrhoids, both internal and ex- 
ternal, and excess of rectal mucous mem- 
brane, especially in the anterior section 
of the rectum and the anal canal. 

Until five years ago it was our policy 
to do a perineorrhaphy as a single pro- 
cedure and have the patient return for a 
hemorrhoidectomy. The patients were ap- 
parently so relieved because they could 
have a bowel movement without the inser- 
tion of a finger in the vagina, that they 
failed to return for the hemorrhoidectomy. 
If the hemorrhoidectomy was performed 
and not the perineorrhaphy, there usually 
was a recurring. prolapse of the redundant 
rectal mucosa. Therefore, we are doing 
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both procedures at the same time with 
excellent results. 

In our preliminary examinations we 
routinely do a proctosigmoidscopic, cor- 
recting all conditions amenable to treat- 
ment at that time, along with a vaginal 
examination to determine the presence or 
absence of a rectocele or a prolapsing 
uterus. 

Pre-operatively our patients enter 
the hospital 18 hours before surgery and 
are given approximately 60 grs. of Sul- 
fasuxadine, and a Cylserol enema, with the 
enema again repeated at bedtime. Two 
normal saline enemas at 5:00 and 6:00 
a.m., or four hours before surgery, are 
given. We use Chloral hydrate 15 grs. 
at the hour of sleep and repeat it two 
hours before the scheduled surgery. The 
perineum is shaved but the anal region 
is not. Morphine sulfate 44 grs., with 
atropine 1/150 grs., is given about..45 
minutes before surgery. 

The patient is placed in an “acute 
jackknife” position and intravenous Pen- 
tothal anesthetic is used. We then inject 
approximately 7 cc. of 1% Novocaine sub- 
cutaneously, and circumvent the rectum 
deeply, using a 22 gauge 3 inch needle. 
Novocaine, 3 cc., is then injected subcuta- 
neously laterally and posteriorly being 
certain to anesthetize the inferior hemor- 
rhoidal nerves; this is done bilaterally. 
Efocaine, 3 cc., is injected deeply, being 
extraordinarily careful not to pool the 
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solution. Efocaine, 1 cc., is also injected 
to anesthetize the inferior hemorrhoidal 
nerves bilaterally. We feel by injecting 
Efocaine immediately following Novocaine, 
the solution is diluted, and therefore we 
have had an excellent anesthetic with no 
complications. We have used these anes- 
thetics in combination in 165 rectal cases 
without a slough or the formation of an 
abscess. 

Using chromic double 0 suture on an 
atraumatic needle, we ligate the superior 
pole of the internal hemorrhoid. By using 
the Miller cutting knife, a cloverleaf in- 
cision is made in the skin down to the 
mucocutaneous junction, using coagu- 
lating current, thereby controlling hemor- 
rhage. A longitudinal incision is made 
into the mucous membrane to the supe- 
rior pole and to the previously tied knot. 
The excess portion of the mucous mem- 
brane is then dissected out, being extraor- 
dinarily careful to remove the proper 
amount. The hemorrhoidal tissue is _re- 
moved and all hemorrhage carefully con- 
trolled. The mucous membrane is then 
brought together by means of a running 
chromic suture. In doing the resection 
in the anterior quadrants it is absolutely 
necessary to remove the excess portion 
of the mucous membrane or the surgical 
procedure will fail. An elliptical incision 
is also made in the anterior segment of 
the rectum in order to remove the pro- 
lapsed membrane and to tack it up to 
the muscularis. As a part of every pro- 
cedure we undermine the skin between 
the cloverleaf incisions around the entire 
anal opening. This extra method has 2 
“tucking in” effect on the excess mucous 
membrane. The edges of the cloverleaf 
incisions are tacked down to the fat with 
three interrupted chromic sutures delay- 
ing the healing of the skin leaving minute 
areas for drainage. 

At the completion of the surgery 1 oz. 
of Benadex ointment is then inserted into 
the rectum and anal canal; also 4% hour 
before completion of surgery, Tubadil 1 
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cc. (tubocurarine) is injected into the 
upper outer quadrant of the gluteal 
muscle to eliminate the pain of traumatic 
muscle spasm. 

The patient is then placed in the lith- 
otomy positien and the usual posterior 
colporrhaphy is done with special attention 
given to suturing the edges of the levator 
ani muscle, which should be done fairly 
high. In removing the excess mucous 
membrane of the posterior aspect of the 
vagina, a double inverted V or an M in- 
cision is made. This type of incision does 
not shorten the vagina, and at the same 
time it produces more scar, helping to 
hold the rectum in its normal anatomical 
position. At the completion of the per- 
ineorrhaphy, 1 cc. of sulfa-cream is in- 
serted into the vagina. 

Post-operatively the patient is given 
Sulfasuxadine, 15 grs., three times daily, 
a Barbatin tablet 1 every 4 hours, one 
tablespoon twice a day of Metamucil, and 
a bland diet. Hot packs are not used as 
they tend to make the perineum too ede- 
matous, producing slower healing and in- 
creasing the possibility of a dehisence of 
the mound. Because of the use of Tubadil 
with its resulting relaxation of the sphinc- 
ter spasm, hot packs are not essential. 
Occasionally a patient will need one or 
two injections of morphine sulfate, grs. 
1/6. 

The patient is allowed out of bed with- 
in twenty-four hours, and for the next five 
days 3 cc. of Rectalgan is inserted daily 
into the anal canal, moving the dropper 
anteriorly and posteriorly in order to pre- 
vent and break down adhesions. One half 
ounce of sulfa-cream is inserted into the 
vagina daily. 

When leaving the hospital, the patient 
is sent home with instructions to eat a 
general diet, to take one Barbatin tablet 
four times a day, and to continue with 
Metamucil. She is instructed to return to 
the office in one week at which time the 
rectum is dilated with the index finger 
and sulfa-cream is inserted in the vagina. 






























She returns weekly for four weeks. 


Conclusion 


It has been our observation that when 


a patient has a rectocele with 


solutely essential in order to obtain a 


perfect result, that a hemorrhoidectomy, 


removal 


internal cedure. 


and external hemorrhoids and associated 


prolapsing mucous membrane, 
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At: Receiving Hospital 


Gastroenterology Clinic 


Every quarter, 12 wks., 
part time 





Columbia University College of Phy- 
sicians and Surgeons, 630 W. 168th 
St., New York 32 

At. Montefiore Hospital 


Medicine PM 73-Advanced 
Gastroenterology 

Medicine PM 45-Intensive 
Course in Gastroenterology 


January 19-May I], 
part time 
April 5-9, full time 





Joint Committee on Post-Graduate 
Education, 1313 Bedford Ave., 
Brocklyn 16 

At: Jewish Hospital 


Gastroenterology 


April, 3 times weekly, 
7 weeks, part time 





New York Medical College, Flower 
and Fifth Ave. Hospitals, 
i East 105th St., New York 


Gastroenterology 


Arranged, Spring, | month, 
full time 





New York Polyclinic Medical School 
and Hospital, 345 W. 50th Street, 
New York 19 


Clinical Gastroenterology 


Arranged, 6 weeks, 
part time 





New York University Post-Graduate 
Medical School, 477 First Avenue, 
New York 16 


5411-A Gastroenterology 


April 14-June 2, part time 





Sterliaht Plan for Postgraduate 
Study, Wayne County, Starlight, Pa. 


Gastroenterology 


July and August, 5 days, 
part time 








University of Pennsylvania Graduate 
School of Medicine, 
Philadelphia 4 

At: Children's Hospital 





The Diagnosis and Man- 
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Anal and 
Rectal Injuries 


During , Delivery 


Their Causes, Treatment and Prevention 


SAMUEL MAYER DODEK, M.A.(Obs.), M.D., F.I.C.S., F.A.C.S.* 


As ano-rectal surgeons and proctologists 
no doubt you-are very often consulted by 
female patients suffering from affections 
of the anal and rectal areas which had 
their beginning at the time of the birth 
of one of their children or during a preg- 
nancy. It seemed to me, therefore, that 
you might be interested to hear an eye 
witness report from an obstetrician of how 
we believe these conditions occur or begin 
and how we manage them, and what might 
be done to avoid them. 

At the outset I would like to make 
the apparently paradoxical statement that 
the major structural lacerations which 
occur to the anus and rectum during an 
actual delivery are today much less im- 
portant than the so-called minor anal and 
rectal complaints which have their origin 
during labor or pregnancy. This state- 
ment may seem unsound when one only 
visualizes the occasional woman who is 
incontinent of feces and flatus, or who has 
a persistent and annoying recto-vaginal or 
recto-perineal fistula; but, the truth of 
the statement might be accepted when we 
think of the chronicity of the innumerable 
instances of rectocele, incapacitating 
hemorrhoids and painful anal fissures, 
which date back to pregnancy and labor. 
or the puerperium. 
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Some of the Postpartum Ano- 
Rectal Complaints and diseases form- 
erly labeled as minor, begin their subtle 
onset along with some of the earliest 
normal physiological changes of preg- 
nancy. The habit of constipation which 
may never have been present before, 
often begins during early pregnancy; and 
hemorrhoids often make their debut at 
the same time. Adequate and interested 
attention by the obstetrician to the patient’s 
diet and bowel habits will often correct 
the source of these symptoms. 

For patients suffering from congestion 
and stasis of the hemorrhoidal veins, we 
suggest the elimination of irritating foods 
and the regular evacuation of a soft stool. 
Reclining prone or assuming the knee- 
shoulder position after each bowel move- 
ment whenever possible, is also helpful. 
The application of cold witch hazel com- 
presses offers a large measure of relief, 
if the painful swelling persists. 

When a single painful thrombus forms 
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it is probably well to evacuate it under a 
local anesthetic. 

Other so-called minor complaints begin 
as the result of simple procedures which 
are followed during the course of nearly all 
labours. Specifically, trauma to the rectal 
mucosa by large enema tubes or by too 
frequent and roughly performed rectal 
examinations during labor are examples. 
A transitory proctitis may be avoided, 
therefore, if the rectal examinations are 
done with gentle .care and with ample 
lubrication, and only as often as necessary 
for the safe-conduct of the labour. 

Splitting and eversion of the rectal 
mucosa and the formation of small multiple 
painful fissures-in-ano can be greatly re- 
duced or eliminated if the perineum is not 
allowed to bulge excessively. We terminate 
the second stage of labour by low forceps 
delivery over an ample episiotomy, and 
thus the forceful expulsive efforts ac- 
companying the perineal phase of labour 
are eliminated, and the anal sphincter 
and rectal wall are relieved of the harm- 
ful overstretching. 

The strain of parturition is also re- 
sponsible for the protrusion of congested 
hemorrhoidal veins, which though they 
may subside, are painful and often re- 
sponsible for the residual and chronic 
thickening and partial eversion of the 
mucosa in the anal area. Every advantage 
should therefore be taken of the patient’s 
postpartum hospital convalesence to treat 
and promptly decongest this condition 
whenever it occurs during labor. 

When the obstetrical patient presents 
herself for the usual examination six 
weeks after the birth of her baby, she 
may report that except for the fatigue at- 
tendant upon the care of her infant, the 
rectal discomfort which developed as-ia 
result of her labor is her major com- 
plaint. Careful rectal inspection at this visit 
is as important as the genital examination. 

One clinic, where many of the patients 
are delivered spontaneously, reports that 
as many as 12% of their postpartum 
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patients complain of pain or bleeding or 
both, on defecation.’ In our practice it is 
not so high because of the very frequent 
use of forceps and episiotomy to shorten 
the perineal stage of labor. Yet an arrest- 
ing number of patients do have anal skin 
tags, anal pruritis, hemorrhoids and ante- 
rior rectal fissures which subsequently re- 
quire proctologic care. 

The So-Called Major Ano-Rectal 
Injuries which occur during delivery are 
severance of the anal sphincters and 
lacerations of the rectal wall. But, if 
thorough inspection of the birth canal is 
carried out after the completion of the 
third state of labour, in antiseptic sur- 
roundings and under good anesthesia, with 
immediate anatomical repair of the lacera- 
tions, 99-100% of these patients com- 
pletely heal, and recover free of morbidity. 

The days have practically passed when 
a young woman’s reward for the travail of 
her first childbearing was not alone the 
blessing of a child, but a miserable per- 
sonal and family life due to a complete 
perineal laceration with subsequent cloaca 
formation. The era of that terrible com- 
plication began to disappear from the 
North American obstetrical scene about 
the time chloroform gave way to safer 
anesthetics and the delivery room bed 
was substituted for the kitchen table. 

On the other hand I do not mean to 
give the impression that injuries no longer 
occur—to the contrary they are not un- 
common at all—but they are no longer 
considered the same major catastrophe, 
and pitfall, as in the days when the har- 
assed obstetric attendant did much of his 
work in poorly lighted homes, with no one 
to help him and with little or no satis: 
factory anesthesia. Although I feel that 
the incidence of complete lacerations dur- 
ing childbirth is still avoidably high, yet 
under modern hospital conditions and in 
communities where obstetrical supervision 
is alert and the standards are exacting, 
practically none of these patients have 
major ano-rectal sequelae. 
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In our Department of Obstetrics at the 


George Washington University Hospital in- 


Washington, D. C., during the past 5 
years there have been 121 such lacerations 
of the anal sphincter and/or the rectal 
mucosa incident to delivery—an incidence 
of one in every 114 vaginal deliveries. 
They were all repaired immediately. I 
questioned all of the physicians who 
managed these cases and learned that 
there were no subsequent fistulae and no 
patients were incontinent of feces. Kalt- 
reider and Dixon‘ reported a larger num- 
ber (710) of complete lacerations of the 
parturient perineum which occurred in 
another competently managed obstetrical 
service with ultimate satisfactory repairs 
and healing in 99%. 

It is natural that the primigravida be the 
most frequent subject of these accidents 
which are usually caused by excessive size 
of the baby, difficult forceps operation or 
breech extractions, or penetration by the 
baby’s elbow or hand or shoulder of the 
recto-vaginal septum. Contractions of the 
transverse diameter of the outlet of the 
pelvis, failure to encourage sufficient 
flexion of the fetal head, and _ factors 
forcing the presenting part posteriorly 
against a perineum made spastic by a 
light anoxic anesthetic, may also be listed 
as predisposing causes. 

To avoid these accidents the episiotomy 
is employed—an operation which has been 
called the most frequent in obstetrics, ex- 
cept for cutting and tying the umbilical 
cord. The reasons for its popularity are 
apparent to the obstetrician. Firstly, it 
provides a straight clean-cut wound in- 
stead of a ragged uncontrolled laceration. 
It also favors more exact approximation of 
the severed tissue. Healing is enhanced so 
that the ultimate anatomical function and 
cosmetic result is more satisfactory than 
when scar tissue replaces spontaneous 
laceration. Episiotomy shortens the dura- 
tion of the second stage of labor and de- 
creases or completely eliminates the re- 
sistance of the perineum to the advancing 
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fetal head and diminishes the danger of 
brain injury. Finally, and of special in- 
terest here, the mediolateral type of opera- 
tion reduces the likelihood of laceration 
of the recal wall or anal sphincter, since 
the line of incision is directed away from 
the perineal body. This type of incision 
involves the bulbocavernosus, the super- 
ficial transverse perineal, some fibers of 
the levator ani muscles and the fascia 
overlying them. 

The Median Episiotomy or the 
Perineotomy is directed toward the 
rectum and therefore it is less likely to 
avoid extension of the incision into that 
tract. Nevertheless this type of central 
or median episiotomy has the advantage of 
cutting across the tendinous portions 
rather than the bellies of the muscles in- 
volved, and thus they are more easily and 
more anatomically repaired and heal with 
less discomfort and distortion. 

When discretion is exercised in the 
choice of episiotomy, accidents of exten- 
sion into the rectum do not occur often. 
This is true especially if the median va- 
riety or perineotomy is reserved only for 
those cases where the perineal body is not 
short, where the size of the baby is not 
greatly above average and where there is 
no pelvic outlet contraction. Yet when all 
of these precautions are heeded, complete 
or third degree lacerations of the perineum 
still occur 2-5 times more often after the 
midline incision than if that procedure 
were banned completely in favor of the 
routine use of the medio-lateral opera- 
tion. 

But, far from being banned it is more 
popular than ever. Of 1,841 episiotomies 
done at the University of Maryland in a 
recent 12 month period 1,801 or nearly 
100% were of the median type.’ In the 
obstetrical service of the Milwaukee Hos- 
pital and the Marquette University Medi- 
cal School 78% of the episiotomies were 
median.® 

In our department approximately 70% 
of the episiotomies are of the midline va- 
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riety. Yet among some 20,000 surgical 
and gynecological operations performed 
in our hospital during the past 5 years, 
only 3 were for the repair of recto-vaginal 
fistulae associated with pregnancy or the 
trauma of labour. Two of the patients 
had not been delivered by our staff. One 
occurred during a difficult spontaneous de- 
livery of a dead born baby conducted by 
a midwife, the second was a perforation 
which occurred during the performance of 
an abortion, and the third was caused by 
the inadvertent passage of a suture 
through the rectum during an episiotomy 
repair. 

If you, as well as we, are seeing fewer 
and fewer postpartum recto-vaginal fistu- 
lae and incompetent rectal sphincters, 
and at the same time the vulnerable mid- 
line episiotomy assumes an increasingly 
acceptable place in obstetrics, it must be 
assumed that today the potential hazard 
of the procedure is greatly overbalanced 
by its virtues, and need not be feared. 


When lacerations or episiotomies do 


extend into the rectal sphincter and 
mucosa, the repair, which is not difficult, 
must be done at once if conditions per- 
mit. A chromic 00 or 000 catgut suture, 
on an atraumatic needle is used. Begin- 
ning at the upper angle the rectal tear is 
approximated by inverting the edges with 
interrupted submucous stitches, care be- 
ing cautiously exercised not to overlook 
perforation high in the vaginal canal and 
not to penetrate the mucosa with a suture. 
The peri-rectal fascia is then approxi- 
mated with a continuous suture which is 
also started at the upper angle of the 
wound and which is brought down to the 
capsule of the sphincter ani muscle. The 
muscle itself is then sutured together by 
two interrupted catgut sutures, and the 
anterior layer of the capsule is closed. 
The vaginal mucosa and the perineal skin 
are then repaired as in any episiotomy. 
The Post-Operative Care allows 
early ambulation, and usually consists of 
a bi-daily dose of 15 cc. ot a mineral oil 
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emulsion and a full low residue diet. On 
the first postpartum day 4 cc. doses of 
milk of magnesia or Fleets’ Phospho- 
Soda are given four times and repeated the 
following day. An oil retention enema is 
ordered by a few members of the staff on 
the third day if there has been no bowel 
movement by that time, but it is instilled 
through a soft No. 20 rubber catheter. 
We have observed no advantage in using 
the “constipation method” for the post- 
operative care of these repairs. The “laxa- 
tive method” seems to be more physiologi- 
cal and more acceptable to the patients. 

From 5-7 days after the delivery of their 
babies the patients usually leave the hos- 
pital. 

The use of d-tubocurarine or a similar 
synthetic relaxant given with a general 
closed anesthesia, produces maximum re- 
laxation of the striated muscles of the 
birth canal and the perineum, and also re- 
duces the number of muscular structures 
involved in the episiotomy. I have had 
no instances of complete laceration of the 
perineum, whenever I have used a re- 
laxant before making the episiotomy in- 
cision. The employment of this class of 
drugs offers an extraordinary margin of 
safety in protecting the perineal body 
from uncontrolled tears. It might be of 
interest to know that they also contribute 
immeasurably to the safe and undamaged 
passage of the child through the birth 
canal during a primary breech extraction 
or following an internal podalic version, 
or during a trying forceps delivery. 

My associates and I have observed no 
harmful effects in our private practice 
upon approximately 700 mothers or their 
babies from the use of these amazing 
preparations. In the previous communi- 
cation® we have endorsed their prophylac- 
tic use whenever the services of a compe- 
tent anesthetist are available. 

The historic part which perineal birth 
injuries have contributed to the formation 
of recto-vaginal deformities, has focused 
attention upon the actual birth or delivery 
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of the baby as a major etiological factor in 
the production of recto-vaginal fistulae. 
Today that is not true. 

As a matter of fact, the physician’s 
failure to recognize a high perforation of 
the vagina into the rectum, or his failure 
to realize that a suture has been placed 
just beneath or through the mucosa of 
the rectum, is by far the leading cause 
now. Subsequent infection of these faulty 
or careless repairs and not the dihisence 
per se produces the fistulous tracts with 
subsequent drainage of the rectal con- 
tents.® 

Careful inspection must be exercised 
therefore to identify the complete extent 
of all birth injuries before approximating 
the damaged tissue with sutures; and if 
there is any doubt of the extension of the 
laceration a careful and high digital 
examination of the rectum should be car- 
ried out at once. A rectal examination 
should also be made after the repair has 
been concluded and if a suture is’ pal- 
pated through or very close to the rectal 
mucosa, it must be visualized from the 
rectal side and incised. .The suture will 
retract at once and the administration of 
antibiotic therapy and chemotherapeutic 
preparations. will prevent infection so that 
no residual. disease will result. When a 
rectovaginal fistula does form, spontane- 
ous. cure sometimes occurs within one to 
six months. If healing is not complete 
within that time, surgery must be per- 
formed to effect a cure. Then the fistu- 


1954 Annual Meeting 

The 1954 Annual Meeting of the Inter- 
national Academy of Proctology will be 
held at the Palmer House, Chicago, IlIli- 
nois, April 8-11. An unusually fine pro- 
gram is being arranged, with equal em- 
phasis on both Ano-rectal and Colon Sur- 
gery. The medical aspects of Proctology 


lous tract is probed, the sphincter incised 
and the fistulous tract excised. 


Conclusion 


The births of 90-98% of all babies in 
the large cities are conducted in hospitals. 
Here are antiseptic surroundings and with 
ample equipment, with supervision and 
anesthesia, the maternal trauma of birth is 
greatly minimized. When it does occur, it 
is immediately repaired. Third and fourth 
degree lacrations are no longer looked 
upon with horror. There are fewer peri- 
neorrhaphies posted on the operating 
room schedules than in previous years 
and the vesico-vaginal and recto-vaginal 
fistulae that the residents see are almost 
entirely complications of intra-vaginal 
roentgen therapy for cervical cancer. 

But, there is an area for teaching 
which we must not overlook, namely, the 
prevention and care of the annoying and 
painful sequelae of anal trauma _inci- 
dental to labor and delivery. 
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will be extensively covered. 

Our Chicago Committee has promised 
an exceptional Surgical Clinical demon- 
stration, outstanding speakers, a full pro- 
gram of new Clinical Motion Pictures, 
and a gala Dinner-Dance. 

It is not too early to plan to be with 
us in Chicago, April 8-11, 1954. 
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Rectal Cancer — 
Questions and Answers 


Q. What is the possibility that I will 
develop cancer of the rectum? 

A. Five out of every 100 persons dying 
of cancer in the United States will die of 
cancer of the rectum. Approximately 27,- 
000 persons die yearly of cancer of the 
large bowel and of these 13 to 14,000 will 
die of rectal cancer. It has been estimated 
that some 50,000 persons in the United 
States have malignant disease of the colon 
and rectum which has not yet been diag- 
nosed. 


Q. Is cancer of the rectum curable? 

A. Cancer of the rectum which is diag- 
nosed in its early stages is definitely cur- 
able. In advanced stages the prognosis is 
not so hopeful however. 


Q. What do you mean by “early” cancer 
of the rectum? 

A. Dukes has divided rectal cancer into 
three groups: 1) Where the tumor in- 
volves only the bowel wall, 2) Where the 
tumor has extended beyond the bowel wall 
to involve extrarectal tissue but no lymph 
node metastases are present, 3) Where 
metastases to lymph nodes or distant or- 
gans are present. The first group, or so- 
called “Type A. Dukes” cancer of the 
rectum, are considered early growths. 


Q. What is the difference in prognosis 
in early and late cancer of the rectum? 


A. In cancer of Type A. Dukes, which 
are confined to the bowel wall, approxi- 
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mately 70% of those patients adequately 
treated will be alive at the end of 5 years. 
In patients with cancer of Type B. Dukes, 
that is with extrarectal extension, approxi- 
mately 30% of those adequately treated 
will be alive at the end of 5 years. Of the 
patients with Type C. Dukes lesions, that 
is with distant or lymph node metastases, 
only 15% will be alive at the end of 5 
years. 


Q. How can I diagnose early cancer 
of the rectum? 


A. Cancer of the rectum can be diag- 
nosed in almost every case by the use of 
two methods of examination; 1) a careful 
digital examination and 2) careful exami- 
nation with the procto-sigmoidoscope. 


Q. What do you mean by careful digital 
examination? 


A. It is important to realize that the 
examining finger must be used intelligently 
and not merely inserted into the rectum 
and withdrawn. Six out of every 10 rectal 
cancers can be felt with the finger, if the 
examining physician is careful and thor- 
ough in his examination. It is important 
that the finger be inserted as far as possi- 
ble and that the entire circumference of 
the bowel be carefully palpated. Frequent- 
ly a tumor involving the sigmoid colon 
can also be felt on rectal examination as 
the loop of bowel descends into the pelvis. 
If no tumor is palpable the presence. of 
blood. on the examining finger is highly 
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suggestive of a tumor just out of reach. 


Q. What are the findings on rectal pal- 
pation in late rectal cancer? 


A. Late cancer of the rectum presents 
no difficulty in diagnosis by the examin- 
ing finger. A hard friable mass is usually 
felt which resembles a cauliflower. It usu- 
ally fills most of the rectum. The tumor 
feels brittle and is easily broken by the 
examining finger. The presence or ab- 
sence of fixation of the bowel wall at the 
site of the growth is extremely important 
in determining the extent of the tumor. 
If the bowel can be freely moved with the 
tumor, one can feel fairly safe in diag- 
nosing an early rectal cancer. However, if 
the tumor and the surrounding bowel wall 
are firmly fixed to the adjacent tissues and 
cannot be moved, usually the cancer has 
spread to the extrarectal tissues. 


Q. How are these suspicions confirmed 
or denied? 

A. Careful examination of the rectum 
by anuscopic and proctoscopic examination 
should be performed and the tumor biop- 
sied. This can be performed without 
anesthesia and with minimal risk as an 
office procedure. Microscopic examination 
of the tissue will confirm the diagnosis of 
malignancy. 


@. Assuming that the tissue removed 
by biopsy reveals malignant changes, what 
is the next step? . 

A. The treatment of cancer of the rec- 
tum is limited to one general method, 
namely total extirpation of the tumor. 
Extirpation by electro-cautery has only a 
limited place in palliation and hope for 
cure is obtained only by radical surgical 
attack upon the growth. 


Q. What surgical procedure is indicated 
in the treatment and cure of cancer of the 
rectum? 

A. The tumor and all of the adjacent 
tissues must be removed including the 


lymphatic drainage of the area, which may 
or may not contain metastatic malignant 
cells. 


Q. Should radical surgical removal of 
the tumor be attempted in cases of late 
cancer of the rectum, that is Type C. 
Dukes? 


A. Yes. There are a small percentage 
of patients with cancer of the rectum in- 
volving lymph nodes and in which the 
growth has extended to adjacent organs 
such as the bladder, prostate, rectum, 
uterus, or vagina which may be cured by 
radical surgery and these patients should 
not be sacrificed. Also, extensive removal 
of the local tumor may offer the patient 
many months or years of palliation before 
he succumbs to distant metastases. 


@. Are there any absolute contraindica- 
tions to radical removal of the cancer? 

A. Yes, radical surgical resection should 
not be sacrificed. Also, extensive removal 
ple distant metastases to the lungs or liver. 
Nor should it be attempted in patients who 
are extremely poor risks due to unrelated 
serious diseases, such as advanced pul- 
monary tuberculosis or heart disease. In 
such cases it is often wise to perform 
limited resections of the tumor or even 
simple colostomy. 


@. What types of operation may be 
utilized for radical resection of cancer of 
the rectum? 

A. 1) The basic operation for rectal 
cancer is the combined abdominoperineal 
operation of Miles, 2) Resection of the 
tumor and adjacent tissues and end to end 
anastomosis, so-called “anterior resec- 
tion”, 3) Resection of the rectum and re- 
establishment of normal bowel continuity 
by a “Pull through” procedure. 


Q. Why is the Miles abdomino-perineal 
operation considered the basic operation 
for the treatment of cancer of the rectum? 


A. This operation is applicable to all 
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rectal cancers at or below the peritoneal 
reflexion. It is founded on the basic pre- 
cept of adequate cancer surgery that the 
tumor and all areas of regional lymphatic 
drainage are resected en bloc. The opera- 
tion removes the tumor and any local 
metastases which have extended either 
proximally, distally, or laterally from the 
local site. 


Q. What are the disadvantages of an 
abdomino-perineal resection? 

A. This operation requires total loss of 
the anus and rectum with establishment of 
a permanent colostomy. This is a severe 
handicap as far as the patient is concerned, 
but it must be remembered that this is a 
small price to pay for the hope of cure of 
such a dangerous disease. Of secondary 
importance is the fact that following this 
procedure in the male, there is a loss of 
normal sexual function in many cases. 


@. When should the operation of ante- 
rior resection be performed? 

A. This procedure of local resection of 
the tumor and its adjacent lymph nodes 
with end to end anastomosis is an excellent 
procedure in cases of a localized growth 
above the peritoneal reflexion. 


Q. Is it always safe to perform a pri- 
mary end to end anastomosis of the colon 
after resecting a cancer of the rectum 
above the peritoneal reflexion? 

A. No. In cases where partial or com- 
plete intestinal obstruction has occurred 
due to the cancer it is wiser to perform a 
temporary colostomy either in the trans- 
verse colon or the ascending colon, so that 
the anastomosis is not under any pressure 
and can heal normally before bowel con- 
tinuity is reestablished. 


Q. Are there any disadvantages to ante- 
rior resection? 

A. Yes, there is a tendency for the sur- 
geon to perform a less radical procedure 
in order that the anastomosis may be com- 
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pleted with ease. Also there is some risk 
of localized infection and abscess and 
stricture formation following end to end 
anastomosis of the lower rectum and sig- 
moid colon. 


@. What are the merits of the “Pull 
Through” operation? 

A. The operation offers the patient with 
a cancer below the peritoneal reflexion op- 
portunity to have normal bowel movements 
through the anus. There is no colostomy 
and none of the difficulties which go with 
colostomy care. 


@. What are the disadvantages of the 
“Pull Through” operation? 

A. This operation has been condemned 
by many surgeons as being an inadequate 
cancer operation. Although adequate 
proximal tissue may be removed with the 
tumor, one must leave lateral and distal 
tissues at least partially intact to perform 
this procedure. Therefore some feel that 
this operation does not fulfill all of the 
basic prerequisites of adequate cancer sur- 


gery. 


Q. I have read that many excellent sur- 
geons perform the “Pull Through” opera- 
tion almost routinely for cancer of the 
lower rectum. How can I reconcile this 
with your above statement? 

A. Cancer of the rectum spreads mainly 
through lymphatic channels which proceed 
along the blood vessels proximally, and 
only when these lymphatics are blocked 
do cancer cells spread distally and later- 
ally. Therefore, in early cancer of the 
lower rectum adequate removal of the 
tumor and the proximal lymph nodes may 
be adequate to prevent recurrence of the 
tumor. 


Q. Are there any further disadvantages 
to the “Pull Through” procedure? 

A. Yes, some of these patients do not 
have adequate sphincter control of the 
anus and some patients develop stricture 
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of the anus, so that they have difficulty 
controlling their bowel movements, al- 
though the opening is through the normal 
anal orifice. 


@. What symptoms should make me 
suspect cancer of the rectum in my pa- 
tients? 

A. Unfortunately, early in the disease 
there are no symptoms present. The first 
symptoms which usually occur are the 
appearance of blood in the stool or 
changes in bowel habits. Many patients 
with early cancer of the rectum have had 
surgery for bleeding hemorrhoids. It is 
extremely important that the conscientious 
physician carefully examine every patient 
who complains of blood in the stool or 
hemorrhoids or any change in bowel habits, 
so that he can be sure that the patient is 
not suffering from rectal cancer. 


Q. Do you mean that hemorrhoids and 
cancer of the rectum are related in some 
manner? 

A. Only due to the fact that many pa- 
tients with cancer of the rectum also have 
hemorrhoids. It is extremely important 
that every patient who undergoes rectal 
surgery should have a careful digital and 
procto-sigmoidoscopic examination prior to 
rectal or anal surgery. The presence of a 
rectal cancer may produce some venous 
obstruction and encourage the development 
of hemorrhoids but they are in no manner 
premalignant lesions. 


@. Are there any other conditions asso- 
ciated with cancer of the rectum that are 
of importance? 

A. Yes, polyps or polypoid growth 
are frequently associated with cancer of 
the rectum and may be precursors of 
malignant tumors. 


Q. You mean that rectal polyps should 
be considered premalignant and removed? 
A. Yes, polyps or polypoid growths 
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in the rectum, or entire colon, should be 
considered premalignant and should be re- 
moved promptly and completely, and ex- 
amined by a pathologist. 


Q. What if a polyp is removed and re- 
veals malignant changes occurring only in 
its free or pedunculated tip? 

A. The presence of early malignant 
changes in a portion of a polyp is consid- 
ered one of the strongest arguments for 
complete removal of all polyps. It is usu- 
ally perfectly safe to remove polyps locally 
as long as the base of the polyp is free of 
malignant changes. It is imperative that 
the base be carefully examined by a path- 
ologist however. It is also important that 
all cases with rectal polyps have a thor- 
ough roentgen examination of the entire 
colon to rule out polyps in other parts of 
the bowel. 


Q. Should I look for polyps in a patient 
with a cancer of the rectum? 

A. Yes. Eighteen per cent of patients 
with rectal cancer will also have polyps 
in the colon. In 90% of these cases one 
or more of the polyps will show early 
malignant changes in their free or pedun- 
culated tips. It is therefore very important 
that the patient with cancer of the rectum 
be carefully examined for other polyps. 
These should be promptly removed. 


Q. Is a Clinical Laboratory of any as- 
sistance in the diagnosis of early rectal 
cancer? 

A. Not at the present time. Papani- 
colaou stains and smears of exfoliated cells 
in rectal secretions are occasionally posi- 
tive for malignant cells, but at the present 
time this procedure has not yet been per- 
fected to the point where it can be used 
in early detection. 


@. Is X-Ray of any value in diagnosis 
of early rectal cancer? 

A. The Radiologist is unable to diag- 
nose early tumors of the rectum below the 
peritoneal reflexion. In advanced cancer 
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he is able to diagnose a large tumor in the 
pelvis and he also can detect metastatic 
tumors involving bones. 


Q. In the final analysis, then, the rectal 
digital examination is the most important 
element in the diagnosis of rectal cancer? 


A. Yes, this is certainly true and it is 
important to emphasize that rectal digital 
examination and careful proctoscopic ex- 
amination are the keystones of early cancer 
diagnosis in the rectum. 


Q. Does X-Ray or Radium cure rectal, 


cancer? 


A. X-Ray alone has no place in the 
curative treatment of cancer of the rectum. 
It has very little value in the treatment of 
metastases or large tumors. This is par- 
ticularly true as rectal cancer is not sus- 
ceptible to radiation. The use of Radium 
in the form of needles or Radon seeds will 
occasionally lead to regression or decrease 
in size of the tumor mass. In most cases, 
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Regional Meeting of the National 
Gastroenterological Association 

A regional meeting of the Central Re- 
gion of the National Gastroenterological 
Association will be held in Milwaukee, 
Wisc., Sunday afternoon, March 28, 1954. 
The scientific sessions will be held at the 
Hotel Schroeder at 2:00 P.M., following 
the semi-annual meeting of the Associa- 
tion’s National Council. 

Participating in the meeting will be Dr. 
J. Arnold Bargen, Rochester, Minn.; Dr. 
H. B. Benjamin, Milwaukee; Dr. Carl W. 
Eberbach, Milwaukee; Dr. James A. Fer- 
guson, Grand Rapids; Dr. Robert Mc- 
Carty, Milwaukee; Dr. Karver L. Pues- 
tow, Milwaukee; Dr. James Smith, Mil- 
waukee; Dr. Gerhard Strauss, Milwaukee; 
Dr. Philip Thorek, Chicago, and Dr. Mar- 
vin Wagner, Milwaukee. 

Dr. Sigurd W. Johnsen, Passaic, N. J., 
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however, the tumor is radio-resistant and 
the reaction of adjacent tissues is far 
greater than the reaction of the tumor 
itself. 


Q. What is the value of fulguration or 
coagulation in the treatment of rectal 
cancer? 

A. These procedures have value only 
in palliation in inoperable cases. They have 
no proper place in adequate treatment with 
hope of cure. 


Q. In summary, what are the principal 
points in diagnosis and treatment of rectal 
cancer? 

A. Diagnosis depends upon a high index 
of suspicion by the family physician and 
careful routine digital examination of every 
patient. With radical abdomino-perineal 
resection or anterior resection a large per- 
centage of these patients can be cured 
permanently of their disease. 


720 Medical Arts Building 


President and Dr. Lynn -A. Ferguson, 
Grand Rapids, Mich., President-elect of 
the National Gastroenterological Associa- 
tion will preside at the sessions. Dr. 
Michael W. Shutkin and Dr. Joseph Shai- 
ken, both of Milwaukee are the Chairmen 
of the Program and General Arrange- 
ments Committees, respectively. 

The Central Region is comprised of the 
states of Illinois, Indiana, Iowa, Kansas, 
Michigan, Minnesota, Missouri, Nebraska, 
North Dakota, Ohio, South Dakota and 
Wisconsin. 

Members of the medical profession are 
cordially invited to attend. A copy of the 
program may be obtained by writing to 
Dr. Joseph Shaiken, 536 West Wisconsin 
Ave., Milwaukee 3, Wisc., or to the Sec- 
retary, National Gastroenterological Asso- 
ciation, 33 West 60th Street, New York 
23, NOX. 
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EDITORIALS 


Diagnostic Triad Of 
Coloproctology 


The practice of coloproctology, or any 
branch of medicine, requires the utiliza- 
tion and exploitation of every possible 
and practical means of diagnostic acumen 
and armamentarium to arrive at the cause 
of the patient’s disability. Then, and then 
only, can proper treatment be instituted 
to lower the mortality and morbidity. 

The following “Diagnostic Triad’”— 
“D.S.C.”—namely digital, sigmoidoscopic 
and colonic radiographic examinations, if 
followed in this respective order will do 
much to lessen diagnostic errors and em- 
barrassments, and will be more accurate 
and definitive. 

Review of current literature, American 
and Foreign, reveals that a digital ano- 
rectal examination will lead to a proper 
diagnosis in 65-75% of the carcinomas. 

Hamilton Bailey, of England, often has 
stated in his lectures, that it would be 
far better for the doctor to put his finger 
into the rectum and find a lesion than to 
put his foot in by missing it. 

Sigmoidoscopic examination will give 
similar results in 80-90% of carcinomas 
of the large intestine. Since roentgeno- 
graphic examination in this area is highly 
inadequate, sigmoidoscopic examination 
is, therefore, the only means of diag- 
nosing lesions high in the rectum and 
low in the sigmoid. 

Colonic radiography, if performed by 
a competent and trained roentgenologist 





Edward J. Krol, M.D. 


This month's first guest editorial is presented 
by Edward J. Krol, M.D., Graduate of Cen- 
tral Y.M.C.A. College—B.S. Degree in Chem- 
istry, Graduate of Loyola University, School of 
Medicine, Internship at St. Elizabeth's and Holy 
Cross Hospitals—Chicago, Illinois, Member of 
the Department of Surgery, Stritch School of 
Medicine, Loyola University, Senior Attending 
Surgeon—Holy Cross Hospital—Chicago, Illi- 
rois, Associate Editor—American Journal of 
Proctclegy. Dr. Krol is a member of the follow- 
ing organizations: 

Certified Fellow—International College of 
Surgeons, Life Fellow and President of Inter- 
national Academy of Proctology, Fellow and 
Life Member — Mississippi Valley Medical 
Society, Fellow—American Geriatric Society, 
Fellow—American Medical Association, Life 
Member—World Medical Association, Illinois 
Medical Society, Chicago Medical Society, As- 
sociate Fellow—National Gastroenterological 
Association, Associate Fellow—American Col- 
lege of Chest Physicians, American Association 
for the Advancement of Science, Illinois Aca- 
demy of Science, Association of Military Sur- 
geons, Chicago Pathological Society, Illinois 
Society for Medical Research. 
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with the ability to recognize small lesions 
—which usually means the use of double 
enemas, thick and thin, (and both with 
air contrast) — as well as examining 
every inch of the palpable colon fluro- 
scopically under pressure, will lead to 
proper diagnoses in 85-95% of lesions of 
the colon above the recto-sigmoid. 

Since the components of the “Diagnos- 


tic Triad of Coloproctology” are sv 
readily available, there cannot be any 
acceptable excuses for their omission in 
part or in toto. Failure to utilize the 
triad, especially in the presence of rectal 
bleeding of the older age group, is to be 
condemned. Proper and adequate treat- 
ment cannot be instituted without proper 
and adequate diagnoses. 





Progress in Proctology 


In the latter part of the 19th century, 
a writer whose name has been forgotten, 
announced to the world that the sciences 
had definitely and finally reached their 
peak of achievement, and that the only 
progress to be expected in the future 
would be merely refinement or improve- 
ment of the discoveries and inventions 
already known. How wrong this oracular 
pronouncement was, is daily evidenced 
in the increasing speed with which the 
stream of science moves. 

Medicine has shared the speed of the 
general scientific advance and, with medi- 
cine, Proctology. Like every other spe- 
cialized field, it has been quick to turn 
to its own account each new product of 
medical research. To mention a few ex- 
amples, in ulcerative colitis new and 
badly needed weapons have been supplied 
by chemotherapy in the form of various 
absorbable and non-absorbable sulfona- 
mides, and by some of the antibiotics 
such as chloramphenicol, aureomycin and 
terramycin which have proven helpful in 
some cases. Additional adjunctive aid 
has been supplied by steroid hormone 
therapy, ACTH and _ cortisone. The 
growth of interest in psychosomatic _ill- 
ness has been reflected in the application 
of this concept to ulcerative and other 
forms of colitis as well as to other proc- 
tologic conditions such as constipation, 
diarrhea, pruritus ani. More satisfactory 
therapy for intractable ulcerative colitis 
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William Lieberman, M.D. 


This month's second guest editorial is pre- 
sented by William Lieberman, A.B., M.D., 
F.1.A.P.; Proctologist, The Unity Hospital of 
Brooklyn, N. Y.; Fellow, National Gastroentero- 
logical Assoc.; Senior Member, Brooklyn Sur- 
gical Society; and Treasurer, The International 
Academy of Proctology. 


is still eagerly awaited. The question of 
when to substitute surgical for medical 
treatment in colitis is still, in certain as- 
pects, controversial, but the principal in- 
dications for surgery such as _ intractibil- 
ity and complications have gradually as- 
sumed form. 

Surgery of colonic and rectal cancer 
has seen great strides, again with the aid 
of chemotherapy and antibiotics and with 
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refinement of surgical technique. Strep- 
tomycin and penicillin have become rou- 
tine in preparation of patients for oper- 
ations on the colon as well as_ post- 
operatively. End to end anastomoses are 
more frequently done where temporary 
colostomies were previously the rule. Ab- 
dominoperineal excision of the rectum has 
become a simpler, safer, one-stage pro- 
cedure instead of the formidable two- 
stage procedure of former years. Rectal 
cancer is being diagnosed earlier as a 
result of widespread patient education 
and physician alertness with correspond- 
ingly higher statistics for five year cures. 

Preoperative and postoperative manage- 
ment in proctologic surgery have been 
simplified. Hemorrhoidectomy has been 
made much less painful by refinements 
of technique, by the injection of oil sol- 
uble and other anesthetics for prolonged 
anesthesia in appropriate cases and the 
elimination of the gauze wrapped rectal 
tube, the so called anal “whistle.” Con- 
trol of oozing has been aided by the ap- 
plication of oxidized cellulose in one of 
its forms. Hospitalization has been re- 
duced to a few days instead of weeks. 
Tyrothricin has been found helpful as wet 
dressings and irrigations in perirectal in- 
fections and abscess cavities. 


The American Journal 
of Gastroenterology 

The National Gastroenterological Asso- 
ciation announces that the name of its 
official publication, established in 1934, 
has been changed from “The Review of 
Gastroenterology” to “The American Jour- 
nal of Gastroenterology” effective with the 
January 1954 issue. The publication will 


New investigations of rectal syphilis 
have led to the conclusion that this dis- 
ease is not rare, in primary as well as sec- 
ondary forms, and that this diagnosis of- 
ten may be overlooked. The use of peni- 
cillin in treatment of this disease is a 
noteworthy advance, as is also the use 
of sulfonamides in chancroid, and chloro- 
mycetin and aureomycin in granuloma 
inguinale and lymphogranuloma vene- 
reum. 

In pilonidal sinus numerous new tech- 
nics of surgery involving the dissection of 
tracts, suturing or marsupialization are 
being offered in an attempt to insure com- 
plete eradication and shorten the period 
of healing and disability. 

These are but a very few, and perhaps 
not the most important, examples of re- 
cent progress in proctology. However, 
there are many questions that remain un- 
answered, many therapies that require 
evolution. So distant are medicine and, 
indeed, all science from the goals they 
are eventually destined to reach that one 
thinks inevitably of Newton’s famous 
simile comparing man’s greatest discov- 
eries with the finding of a few shiny 
pebbles on a beach while the vast and 
boundless ocean of knowledge lies un- 
explored before him. 


continue to be edited by Dr. Samuel Weiss, 
Editor-in-Chief, and an Editorial Board 
consisting of Drs. Milton P. Matzner, 
James T. Nix and Michael W. Shutkin. 
The current issue of The American 
Journal of Gastroenterology will be Vol- 
ume 21, Number 1 continuing in series 
with the last issue of The Review of Gas- 
troenterology published December 1953. 
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Good Neighbor Section 


CORRESPONDENTS 
Bolivia —Dr. Carlos Rivera, La Paz 
Colombia —Dr. Alfonso Linares, Bogota 
Dominican Republic— Dr. Jordy Brossa Mejia, Ciudad Trujillo 
Ecuador —Dr. Juan Francisco Orellana, Quito 
El Salvador —Dr. Fernando Alvardo, San Salvador 
Guatemala —Dr. Julio Bianchi, Guatemala City 
Mexico —Dr. Edgar Becerra, Mexico City 
Nicaragua —Dr. Henri DeBayle, Managua 
Peru —Dr. Aifredo Calderon, Lima 


The Good Neighbor Section of the 
American Journal of Proctology is deeply 
grateful to Mr. Walter M. Kotschnig, Di- 
rector of the Office of United Nations, 
Economic and Social Affairs of the State 
Department in Washington. Mr. Kotsch- 
nig has been most helpful in providing 
us with the very efficient services of rep- 
resentatives of the State Department in 
the various Central and South American 
countries. Through their efforts recom- 
mendations were made that led to the 
appointment of outstanding colleagues as 
Correspondents of this Journal. 

The Good Neighbor Section of the 
Journal wishes to welcome the Corre- 
spondents whose names appear above. 
They are colleagues of outstanding promi- 
nence in their respective countries. 
Through their efforts the practicing proc- 
tologists and others interested in the field 
of proctology will be kept informed of 
the progress, activities and organizational 
matters of fellow proctologists throughout 
the Western Hemisphere. Our hats are 
off to our Good Neighbors! Welcome. 


News South of the Border 

The Pan-American Congress of Surgery 
held a most successful meeting in Curi- 
tiba, state of Parana, Brazil from October 
5th to 9th, 1953. This meeting was held 
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IRVING RAPFOGEL, M.D. 
Fort Worth, Texas 


jointly with the Brazilian Section of the 
International College of Surgeons. Among 
many interesting papers was an impor- 
tant talk by Dr. Max Thorek of Chicago 
on “Death During Anesthesia.” This was 
the first Pan-American Congress of the 
International College of Surgeons. An 
International Congress of the College will 
be held in Brazil from April 26th to May 
2nd, 1954. Dr. Max Thorek, 1516 Lake 
Shore Drive, Chicago, Ill. is Secretary- 
General of that organization. 

An International Cancer Congress will 
be held in Sao Paulo from July 23rd to 
29th, 1954. Details may be obtained from 
Prof. A. Prudente, 171 Rua Benjamin 
Constante, Sao Paula, Brazil. Prof. Pru- 
dente is president of the Congress. 

The Columbian Medical Federation se- 
lected Dr. Alfonso Linares of Bogota to 
be Colombian Correspondent of the 
American Journal of Proctology. Dr. Lin- 
ares specializes in proctology and _ is 
widely known. 

There are no practicing proctologists in 
the country of Panama. Every help will 
be extended by the Good Neighbor Sec- 
tion of the Journal and the International 
Academy of Proctology to colleagues de- 
sirous of investigating the situation with 
a view towards specializing in that 
country. 
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SURGICAL SEMINAR 
AMBULATORY PROCTOLOGY 











Antibioties 


and 


Sulfonamides 


Antibiotics and sulfonamides have revo- 
lutionized the therapy of infections. Many 
lives have been saved or prolonged, and 
many complications avoided since the anti- 
biotics have been developed. 

To properly select an antibotic or sul- 
fonamide agent it is essential to know the 
etiology of the infection. The newer anti- 
biotics are developing so rapidly that this 
article probably will be out of date by the 
time it reaches print. To be fully in- 
formed in antibotic therapy it is essential 
that the reader follow the current medi- 
cal journals very closely. As a general 
review, however, the following will suffice: 

Antibiotics It must be remembered 
that the concentration of antibiotics in the 
tissues and at the site of infection is more 
important than the concentration in the 
plasma. The tissue concentration of peni- 
cillin is approximately twenty-five to fifty 
per cent of that in the plasma. The tissue 
concentration of chloramphenicol is thirty 
to fifty per cent of that in plasma. Plasma 
concentration must be maintained at two 
to eight times the concentration necessary 
to completely inhibit the growth of the 
etiologic organisms in vitro. 

Penicillin Most infections requiring 
penicillin will respond to a single daily 
injection of aqueous procaine penicillin G 
(600,000 to 1,000,000 units). 

The prophylactic use of aqueous procaine 
penicillin G at the time of routine rectal 
surgery is well established. 300,000 to 
600,000 units may be given at the time of 
operation, to be followed by a similar dos- 
age daily for the first two post-operative 


days. The patient with perianal infection, 
or pilonidal cyst infection, at the time of 
surgery, requires larger dosage (1,000,- 
000 units). In the latter cases treatment 
is continued as long as indicated by the 
individual problem. 

The gonococcus will respond to 300,000 
units of aqueous procaine penicillin G. 
Staphylococcic infections require 300,000 
to 600,000 units once or twice a day for 
seven to fourteen days. Streptococcic in- 
fections may be treated with a similar 
dosage, once daily for approximately one 
week in the average case. 

Carinamide inhibits excretion of peni- 
cillin by the renal tubules. Combined 
therapy (2 to 4 grams of carinamide by 
mouth every three or four hours), in- 
creases plasma penicillin concentration 
two to thirty-two times more than concen- 
tration obtained when the same amount of 
penicillin is given intramuscularly with 
carinamide. Carinamide is recommended 
particularly when more than 500,000 units 
are required daily for the treatment of 
any infection, particularly in staphylococ- 
cic sepsis. 

Penicillin ointment is not recommended. 
A high incidence of penicillin sensitiza- 
tion may result from such ointments. 

Streptomycin The incidence of intes- 
tinal tuberculosis is decreasing due to the 
better care of pulmonary lesions. Strepto- 
mycin or dihydrostreptomycin is the drug 
of choice for intestinal tuberculosis (usu- 
ally involving the ileocecal area). Strepto- 
mycin is combined with p-aminosalicylic 
acid (PAS). (The dosage of streptomycin 
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or dihydrostreptomycin usually averages 
one gram daily, intramuscularly, combined 
with twelve grams of PAS orally, divided 
into three or four doses during the day.) 
Dosage is best guided by the internist 
who is managing the concurrent pul- 
monary tuberculosis. 

(Granuloma inguinale may be treated 
with one gram of streptomycin every six 
hours for five to fifteen days.) 

Aureomycin Lymphogranuloma_vener- 
eum, amebiasis, granuloma inguinale, and 
penicillin-resistant staphylococcice infec- 
tions will respond to this drug. Chronic 
lymphogranuloma venereum will not re- 
spond as well as the acute case. 

The dosage in lymphogranuloma vener- 
eum is twenty grams over a ten day period 
for the early case. The late manifesta- 
tions require 70 to 100 grams over a 
thirty-five to fifty day period. (Some au- 
thors consider the sulfonamides the drug 
of choice for routine therapy.) 

Although Aureomycin may be used for 
granuloma inguinale, chloramphenicol is 
probably the drug of choice. The dosage 
in either case is 0.5 grams by mou‘h every 
six hours for ten to thirty days. 

Chloramphenicol This appears to be 
the drug of choice for granuloma inguinale 
therapy. (0.5 grams by mouth every six 
hours for ten to thirty days). Intramus- 
cular injections are often successful (4 
grams for each of three injections at 72 
to 96 hour intervals). 

This drug is less effective than Aureo- 
mycin in therapy of lymphogranuloma 
venereum. We must note the possibilitv 
of rare blood dyscrasias following chlor- 
amphenicol therapy over a_ prolonged 
period of time, or after it has been given 
repeatedly. 

Terramycin This is a broad spectrum 
antibiotic comparable to Aureomycin in 
its action. 

We should remember the possibility of 
proctitis and pruritus ani following either 
Terramycin or Aureomycin therapy. This 
is due to the development of monilia in 
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the intestinal tract. 

Writing in Modern Treatment (Hoe- 
ber), Dr. Chester S. Keefer states that (in 
Terramycin therapy), “In a few cases, a 
new infection due to monilia may appear 
in the mouth, throat, intestinal tract, and 
vagina. The only control for such new 
infections at present is to discontinue the 
antibiotic.” 

The localized form of moniliasis may 
cause proctitis and pruritus ani. Per- 
haps the most effective local treatment is 
one or two per cent aqueous gentian violet. 
The gentian violet solution may be applied 
directly to the skin or mucous membranes, 
or used in suppositories (0.12 gm. of 
gentian violet in each suppository) . 

Acute inflammatory involvement of the 
skin may be treated wih wet dressings of 
potassium permanganate (1:5,000). 

Large dosage of B complex should be 
advised, and particularly riboflavin in 5 
to 10 mgms. doses three times daily. 

Brewer’s yeast and wheat germ will be 
valuable for their large B complex com- 
ponent, and to assist in changing their in- 
testinal flora. Buttermilk should be taken 
in large quantities, and Yogurt is also 
recommended, for the same purpose. 

All possible dietary irritants, including 
alcoholic beverages, spiced and _ fried 
foods, must be avoided. 

Other local treatment, for complicating 
pathology, should be provided, as _ indi- 
cated. 

Bacitracin Very little bacitracin is ab- 
sorbed from the gastro-intestinal tract, 
and is therefore of value, {particularly 
when combined with Neomycin) for pre- 
operative preparation of the gastro-intes- 
tinal tract. Tablets containing 2,500 units 
of bacitracin and 25 mg. of Neomycin 
may be dissolved slowly in the mouth once 
every four to six hours to get the maxi- 
mum effect in the mouth and esophagus or 
in the stomach. If the effect is required 
in the lower intestine, four tablets should 
be swallowed every four or six hours. 

Meleney states that phthalylsulface- 
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timide (Thalamyd) has been found to 
be the most effective of the sulfonamides 
in reducing the number of intestinal or- 
ganisms, but the preparation of the bowel 
with it usually requires five or six days, 
while the combination of bacitracin and 
Neomycin will often give a sterile culture 
at the operative site in 48 hours. The par- 
ticular value of bacitracin, however, is in 
the treatment of local infections with or- 
ganisms resistant to penicillin and strep- 
tomycin. 

Erythromycin Erythromycin (300 to 
400 mg. daily, by mouth) is particularly 
useful in the treatment of the staphlococcic 
enteritis that sometimes follows the use 
of broad spectrum antibiotics. 

Sulfonamides Sulfadiazine and sul- 
famerazine are drugs of choice in the 
treatment of bacillary dysentery. Sulfa- 
guanidine is useful for some types of 
bacillary dysentery, and is of value in the 
preparation of the colon for surgical pro- 
cedures. Succinylsulfathiazole and sulfa- 
thalidine are also useful for surgical 
preparation of the colon. The dosage of 
sulfadiazine is 4 to 6 grams, and that of 
sulfamerazine is 2 to 4 grams, divided 
equally for a 4 to 6 or 8 hour dosage 
schedule. Sulfaguanidine requires 24 
grams a day (4 grams every four hours). 
Succinylsulfathiazole dosage is 3.5 grams 
every four hours. Sulfathalidine is given 
every 4 hours in one gram dosage. 

Sulfamylon is of value in local treat- 
ment of wounds infected with anaerobes 


Appointment of Dr. Louis L. Perkel 

Dr. Louis L. Perkel was appointed Di- 
rector, Department of Gastro-enterology, 
Jersey City Medical Center, N. J. Dr. 
Perkel’s office is located in the De- 





(clostridia) and organisms resistant to 
penicillin and streptomycin. A five per 
cent solution may be prepared in combi- 
nation with streptomycin, 200 units per cc. 

Chronic ulcerative colitis is said to re- 
spond to Nisulfazine and Nisulfazole. 
Salazopyrin (a combination of salicylic 
acid and sulfapyridine), has also been 
recommended in chronic ulcerative colitis. 
However, most of the sulfonamides and 
antibiotics have been used in therapy of 
chronic ulcerative colitis with controversial 
results, aside from their effect upon 
secondary invaders. 

Lymphogranuloma venereum proctitis 
without stricture usually responds well to 
the sulfonamides. Prolonged sulfonamide 
therapy is required in the presence of 
stricture, often for many months, with in- 
terspersed rest periods. 

Succinylsulfathiazole and phthalysulfa- 
thiazole are especially useful for prolonged 
therapy. The daily dosage of succinylsul- 
fathiazole is 0.25 gram per kilogram of 
body weight. Half the total daily dose 
may be given in divided dosage by mouth 
at 4 to 6 hour intervals, and the other half 
in powder form suspended in 60 cc. of 
water as a retention enema. Phthalylsulfa- 
thiazole is given in a total daily dose of 3 
to 7 grams, similarly divided and adminis- 
tered. 

The inguinal buboes of lymphogranu- 
loma venereum usually respond to sulfa- 
diazine and sulfathiazole in doses of 4 
grams daily, for two to three weeks. 


partment of Radiology. In addition to 
these duties, Dr. Perkel also serves as 
Chairman of the Committee on Interne 
and Resident Training at Medical Center, 
Jersey City, N. J. 
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ATLAS OF PROCTOLOGIC SURGERY 





Pruritus Ani 


Pernicious pruritus ani is a state of 
intractable chronic itching. Pruritus ani 
is not a disease. It is merely a symptom. 
In some types of pruritus ani, of course, 
the etiology cannot be determined. These 
are known as idiopathic or “cryptogenic” 
pruritus ani (this does not refer to origin 
in anal crypts). All other cases may be 
classified as “secondary pruritus ani.” 

The following classifications are modi- 
fied from the textbook, Ambulatory Proc- 
tology: 

Etiology 

General Etiological Classification: 
A. Cryptogenic (unknown origin). 
B. Secondary. 

1. Chemical. 

2. Mechanical. 

3. Bacterial. 

4. Psychogenic. 

5. Allergic. 

6. Physical. 

7. Metabolic. 


Specific Etiological Classification: 
A. Cryptogenic pruritus ani, usually as- 
sociated in vicious cycle with relief trau- 
ma (i.e., scratching). 
B. Local rectal-Factors: mechanical 
(traumatic); chemical; bacterial, with 
later possibility of allergic and _ psycho- 
genic complicating factors. 

1. Rectal constipation. 
. Fissure. 
. Fistula. 
. Cryptitis and papillitis. 
. Proctitis. 
. Hemorrhoids. 


No & Ww ND 


C. Psychogenic. 
1. Anal masturbation. 
2. Other neuroses. 
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D. Mechanical (traumatic). 


i 
Zs 


Scratching. 
Rubbing of clothing. 


E. Allergic. 


I 


2. 
3. 


Sensitization to bacterial toxins, fun- 
gi, or focal infections. 

Foods. 

Drugs, etc. 


4. Eczemas. 


F. Parasitic. 


of procedure. 


ns WN 


nO & Ww bd 


f. 
2. 
3: 
4. 
2. 
6. 
J. Reflex (?) 


. Pinworms. 

. Trichomonads. 
. Monilia. 

. Fungi. 

. Itch mites. 


Thermal: warmth and associated 
perspiration (moisture). 


Chemical. 


. Chemical in diapers (washing): in- 


fant pruritus. 


. Alkaline or acid urine. 

. Self or prescribed medications. 

. Sweat. 

. Urine containing calcium or oxalate 


crystals. 


. Urine of senile dribbling. 


General metabolic. 


Thyroid dysfunction. 
Diabetes. 

Kidney disease. 
Liver disease. 
Anemia. 

Vitamin deficiencies. 


Diagnosis and treatment of the pru- 
ritus ani problem requires a definite plan 


The first step is a com- 
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Fig. 2: 








plete history. An adequate history may 
indicate the etiology, and will certainly 
assist in evaluation of the psychogenic 


element. The patient who continues to 
have severe pruritus after oil soluble 
anesthetics by injection, roentgen therapy, 
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Figure 4 


or after subcutaneous neurotomy, requires 
immediate relief, even before thorough 
diagnostic evaluation. 

A complete physical examination 
should be performed by the referring 
physician to rule out a systemic etiology. 
Laboratory examinations may be _indi- 
cated by this physical study. 

The proctologist should perform a care- 
ful ano-rectal and sigmoidoscopic study. 
All local pathology must be carefully 
noted for proper treatment. 

General Therapy Mild pruritus, in 
the absence of local rectal or sigmoid 
pathology, and without evidence of sys- 
temic disease, should be given a one 
month trial of local treatment. The pa- 
tient is advised to cleanse the perianal 
-area carefully with absorbent cotton and 
warm water after every bowel movement 
and at bedtime. The area is then dried 
and powdered with cornstarch on a 
powder puff. All local ointment treat- 
ment must be discontinued. 

If local pathology is discovered, it must 
be removed at once, surgically where in- 
dicated. 

Figure 1 illustrates the excision of 
large wedges of perianal skin, a proce- 
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dure of value in patients 
with markedly thickened, in- 
durated skin. 

Figures 2 and 3 illustrate 
the local injection of oil sol- 
uble anesthetics for tempor- 
ary relief. This is of value 
while more complete etio- 
logical investigation is in 
progress. Severe cases must 
be given immediate relief. 
Extensive diagnostic studies 
should await this relief. 

If local pathology in the 
lower bowel has been re- 
moved, and pruritus persists, 
tattoo-neurotomy is indicat- 
ed. Tattoo-neurotomy is also 
required if there is no local 
pathology, and if the usual 
local measures (including oil anesthetic 
infiltration) have been unsuccessful. 

The required for tattoo- 
neurotomy is illustrated in Figure 4. This 
is the Cantor flexible shaft tattoo instru- 
ment. A great advantage of this instru- 
ment over the older type of vibrator 
tattoo instruments is the relative ease of 
handling. It is light, relatively noiseless, 
and provides a more effective tattoo due 
to its positive stroke action. 

The technic of tattoo-neurotomy is il- 
lustrated in Figures 5, 6 and 7. The instru- 
ment may be held at an angle of 45 to 
90 degrees with the skin. The dye is 
mercuric sulfide (cinnabar). A_ thick 
suspension of the dye—as a _ paste—is 
made in sterile distilled water, or tinc- 
ture of merthiolate. 

Surgery is performed under local or 
caudal analgesia. Oil soluble infiltration 
anesthesia eliminates post-tattoo discom- 
fort. 


instrument 


The heavy mercuric sulfide paste is 
then applied directly to the skin, and the 
tattoo is performed through this paste. 
The tattoo should always extend well be- 
yond the pruritic zone. 

The skin is usually very friable, and 
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the blunt subcutaneous neurotomy can be 
performed by simply introducing a curved 
hemostat through a friable skin area at 
each lateral margin of the tattoo area, 
and again through a friable point in the 
posterior and anterior mid-lines. The 
blades are inserted parallel to the skin 
surface and opened repeatedly in the 
subcutaneous tissue. This procedure is 
repeated in each of the four quadrants, 
thus elevating the skin down to and in- 
cluding the small area of mucous mem- 
brane internal to the verge. The result 
is a blunt severance of the subcutaneous 
nerves—a subcutaneous neurotomy. 

Patients revealing a marked emotional 
component should be referred to the 
psychiatrist. Brief psycho-therapy will 
suffice in many cases. 
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MEETS EVERY ELECTROSURGICAL 
NEED FOR CUTTING, COAGULATING, 
AND BLENDED CURRENTS 


ABUNDANT POWER OUTPUT — 
to sever any tissue, and for rapid 
massive coagulation. 


TWO SEPARATE CIRCUITS — 
vacuum tube circuit for cutting 
current, spark-gap circuit for 
coagulating current. 





SIMPLICITY OF OPERATION — 
single “stepless” control for 
each circuit permits easy, ex- 
act regulation of current in- 
tensity. 


COMPLETELY SHOCK - PROOF 
—all low frequency currents 
fully isolated and filtered 
from output circuits. 


COLOR INDICATOR LIGHTS 
—show when power line 
switch is on and which 
type of current is in use. 





SPECIAL CONTROL 
HANDLES — removable 
for sterilization. 











INCLUDED WITH EACH 
UNIT—inlet cable, 
footswitch, indiffer- 
ent plate with con- 





g unit at your dealer * ducting cord, three 
eion-engin information active conducting 
See this prece e for compl cords, three chuck 
or wr _ pold WapPlet handles, set of 
by Reine \ eight surgical 
electrodes. 
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Open Transcolonic Uretero- 
intestinal Anastomosis 

A successful case is presented by H. E. 
Godwin, A. P. Harris, J. J. Kaufman and 
J. M. Beal in Surg. Gyn. Obst. |97: 295- 
300 (Sept.) 1953] in which, through a 
long-axial sigmoidotomy at the level of 
the sacral promontory, the posterior sig- 
moid wall was incised and the ureteral 
mucosa anastomosed ellipitically to the 
sigmoid mucosa under direct vision and 
with minimal deviation of the ureters from 
their normal course and blood supply. 
This is a well-conceived plan and a clearly 
described procedure. 


C. J. B. 


The Early Diagnosis of Bowel 
Obstruction 

Edward A. Christofferson M.D. writ- 
ing in the Journal of the American Geriat- 
rics Society [1: 561-566 (August) 1953]. 
discusses mechanical obstruction of the 
bowels as due to 1, Hernia 2, Bands and 
adhesions 3, Inflammatory lesions 4, Car- 
cinoma 5, Miscellaneous—intussusception, 
volvulus, tumors, atresias, congenital de- 
fects, foreign bodies, etc. The diagnosis is 
made by history, inspection, palpation, 
auscultation and X-ray examination. The 


symptoms and preliminary treatments are 
discussed. Throughout his article this very 
competent teacher and surgeon attempts 
to simplify the problems of bowel ob- 


struction. 
N. A. 


Carcinoma of the Colon and 
Rectum in Geriatrics 

Frederick B. Campbell, M.D. and 
Ralph B. Samson, M.D. writing in the 
Journal of The American Geriatrics So- 
ciety [1: 557-560 (August) 1953] states 
that physiologic age and not chronologic 
age is a deciding factor in determining 
whether a patient should be submitted to 
major surgery of the color or rectum. 
A series of 100 consecutive major opera- 
tive procedures on the colon and rectum 
shows that it is possible to perform major 
surgery of the colon and rectum in an 
older age group (an average of five years 
older) with a definitely lowered operative 
mortality due to the use of antibiotics and 
to physiologic control of fluid and elect- 
rolytes in the preoperative and postopera- 
tive periods. The importance of coopera- 
tion between geriatrician and surgeon in 
the preoperative and postoperative periods 


—Continued on page 66 
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Put Cushions of Comfort 
on Irritated Skin— 
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Absorbent starch granules, evenly dispersed in tale, 
give a soothing covering to irritated skin. Protection of 
macerated crevices against bacterial invasion is aided 
by zinc oxide and oxyquinolin blended in the powder. 

To soothe skin irritated by trauma or chafing, or 
excoriated by moisture, recommend AMMENS to pro- 
mote healing. Its faintly medicinal odor makes it espe- 
cially suitable for your professional recommendation. 
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is emphasized. All physiologic variables 
should be adjusted and maintained at as 
near a normal level as possible. 


Anal Delivery of Rectal Tumors 


After the tumor is delivered by a ring 
forceps through the proctoscope, Allis 
forceps grasps the mucosa at the perip- 
hery, and the ring forceps is released, 
placing the lesion in excellent position 
for disposition. This is reported by P. C. 
Blaisdell in Surg. Gyn. Obst [97: 372-374 
(Sept.) 1953]. 

C. J. B. 


Squamous Cell Anal Carcinoma 


Although the incidence of this lesion 
is small, a much poorer chance of cure is 
afforded than by the adenocarcinoma aris- 
ing a few centimeters cephalad. R.U. 
Buxton writing in the Arch. Surg. [67: 
821-838 (Dec) 1953] brings the known im- 
portant material on this subject together 
in his usual skillful way. “. .. any form of 
removal of anal carcinoma short of the 
radical combined abdomino-perineal re- 
section of anus, rectum and lower sig- 
moid colon is a temporizing measure. . 
and if ... cure is contemplated, removal 
of the superficial inguinal nodes must also 
become an integral part of this radical 
procedure.” Bilateral inguinal lymph- 
nodectomy, however, should be carried 
out only in the absence of clinical in- 
guinal node involvement 10-14 days after 
the abdomino-perineal operation, the nodes 
remaining for this period to exercise their 
function as filters for cancer cells which 
may be metastasizing at the time of the 
primary operation. Simultaneous _ iliac 
lymphnodectomy is carried out on the 
side found to be uninvolved on clinical 
examination. Radiation therapy is un- 
satisfactory, producing local pain and 
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tenesmus, irritating discharge, often pro- 
fuse, slow healing of the lesion and irradi- 
ated skin, and yielding shorter survivals. 
Palliative irradiation is ineffective in pro- 
longing life. Combination of surgery and 
irradiation was no more beneficial than 
surgery alone. 


Cc. J.B. 


Surgical Management of 
Diverticulitis 

Dexter H. Witte, David W. Ovitt and 
John D. Conway in Jour. Internat. Coll. 
Surgs. [19:87-92 (1953)] conclude that 
although diverticulosis may be thought of 
as a benign process, diverticulitis becomes 
frequently a problem in surgical manage- 
ment. Resection is indicated if the bowel 
lumen becomes narrowed following re- 
peated attacks of diverticulitis. Colostomy 
should only be employed in instances of 
complete obstruction. If colostomy is used, 
the consequent staging of the operations 
should be quickened to correspond with 
the time table often employed in the 
treatment of colon obstruction caused by 
carcinoma. 


D.C.C. 


The Prevention of Gas Explosions 
in the Large Bowel During 
Electrosurgery 

Suggested methods of reducing the 
hazard of electrosurgery caused by endo- 
genous physiolical gases (methane 29.6% 
by volume), gases produced by the effect 
of the electrocurrent on tissues (acetylene. 
ethylene, hydrogen), and atmospheric 
oxygen, which supports combustion, are: 
a) thorough pre-operative lavage of the 
bowel (time-consuming), b) orally ad- 
ministered antiseptics, c) isolation of the 
field by tampons (relatively ineffective), 

—Concluded on page 68 














WOCHER S—SPECIALISTS IN 
PROCTOLOGIC INSTRUMENTS 


XXEXELEE EE ESE REED 







BARR-SHUFORD 
SPECULUM 


Ideal for examination or in- 
jection. Easy to insert and 
withdraw. Length 414”. 

JPR 10300, Price. . $15.00 





PRATT’S 
IMPROVED 
SPECULUM 


Ring lock that 
holds securely 
and automati- 
cally as the spec- 
ulum is opened. 
Examining or 
Operating. Stain- 
less Steel. 










JPR 10420, 
Price ...$20.00 


BARR’S CAUTERY CLAMP 


A heavy clamp with beveled, curved blades. 
Broad tips prevent overriding. Stainless Steel. 




















Rod Ve 8S 9 Cee $13.50 
(WOCHER. baa ee ae 





LUDWIG’S CRYPT HOOK 


Rigid shank with slender, tapered hook. Grooved for ligature. 
Stainless steel. JPR: 10625, Price. oie. s 0.55 ovis 00.0000 Salve $5.50 


== 
FURRY’S CRYPTOTOME 


Correct model as made by us for Dr. Furry. Razor sharp blade with 
smooth, slender tip. Length 8”. JPR 11020, Price....... $7.00 


FREE CATALOG OF RECTAL 
INSTRUMENTS. WRITE FOR IT! 


Wechons 
MAKERS OF SURGICAL INSTRUMENTS 


609 COLLEGE ST. CINCINNATI 2, O. 
67 














(Vol. 5, No. 1) MARCH 1954 











THERAPEUTIC ABSTRACTS 


—Concluded from page 66 





d) continous flushing of the field with 
carbon dioxide (rather than use of suc- 
tion, which tends to draw down inflam- 
mable gases from the upper reaches of the 
bowel), and e) the use of a sigmoidoscope 
with a beveled end, which encloses the 
lesion within the field of treatment. This 
is a worth-while article written by G. L. 
Becker Surg. Gyn. Obst. [97: 463-467 
(Oct.) 1953] calling attention to a fre- 
quently-overlooked disester. 


C. J. B. 


Abdominoperineal Operation for 
High Imperforate Anus in the 
Newborn 

“Pull 


stump 


of the distal rectal 
obviates colostomy and _ permis 
simultaneous correction of recto-vesical 
fistules. Although anal 
stenosis is still a problem. H. D. Butcher 
in Arch. Surg. [66:5-637-640 (1953) ] de- 
scribes six cases without a mortality. 


C.J.B. 


through” 


post-operative 


Congenital Median Band 
of the Anus 

The band referred to in the title is an 
incompletely imperforate anus, the cases 
described being in male infants, a re- 
sidual antero-postero band with lateral 
fistulae being treated by excision. A. H. 
Bill & A. J. Johnson report in Surg. Gyn 
Obst [97: 307-311 (Sept) 1953]. 

C.38: 


Surgical Treatment of Postirradia- 
tion Rectal Stricture and Recto- 
vaginal Fistula 

E..S. Brintnall reported in Arch. Surg. 
[67: 346-352 (Sept.) 1953] that after 
preliminary biopsy of the involved area, 
each of 12 women with strictures or 


fistulas was treated by proximal colos- 
tomy, resection of the damaged area two 
or three months later, completed by 
proctoproctostomy (transanal or transab- 
dominal) or pull-through anoproctostomy, 
and subsequent closure of the colostomy. 
The vaginal stoma healed without surgical 
repair, when the rectal component was 
excised, ten cases eventuating in cure. 
Well-schooled radiologists may question 
techniques which result in complications 
such as these, modern therapists having 
learned that the greatest concentration of 
radiation, both deep x-ray and radium, 
must be laterally, with the least concen- 
tration directed toward the rectum. 


CLS. 


Modified Technique for Total 
Colectomy in Ulcerative Colitis 


Twelve cases of abdomino-perineal 
colectomy, each with a good result, are 
presented by L. S. Tallis and J. Barron 
in the Arch Surg. [67: 363-369 (Sept.) 
1953] Nothing new is described. 

C3. B: 


Polyps of the Colon 


Excluding cases of multiple polyposis 


or “familial polyps”, of 246 cases of 
benign colonic polyps, with transcolonic 
excision, proctoscopy and roentgenography 
five years later showed freedom from 
polyps in 72%, other polyps being dis- 
covered in 28%. 167 of the original group 
had polyps visible with the 20 cm. sig- 
moidoscope, 70 cases having polyps in the 
descending colon. Carcinoma developed in 
15 patients. The coloproctologist is in- 
dispensable in the treatment of this disease. 
This was written by E. S. Judd, Jr., and 
J. C. Carlisle in Arch. Surg. [67: 353-362 
(Sept.) 1953]. 

GC. Ja8. 
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BOOK REVIEWS 


FOR PROCTOLOGISTS 


EMERGENCY SURGERY By Bernard J. Ficarra, 
M.D., A.B., Se. B., Supervising Editor, Re- 
search Professor of Experimental Physiology, 
Graduate School of St. John's University, 
Brooklyn, N. Y.; Diplomate of the American 
Board oi Surgery; Associate Visiting Sur- 
geon on Head and Neck Service of John E. 
Jennings Memorial Hospital; Associate Visit- 
ing Surgeon, St. Peter's Hospital, The Hos- 
pital of the Holy Family, and Kings County 
Hospital, Brooklyn, N. Y.; Consultant in 
Thyroid Surgery, Yonkers Professional Hospi- 
tal, Yonkers, N. Y. 578 illustrations, 1,000 
pages, F.A. Davis Company, Philadelphia, 
1953. Price $18.00. 


This is an unusually well edited volume, 
knitting together the experience of many sur- 
gical authorities. The need for a carefully pre- 
pared volume on surgical emergencies is self- 
evident. 

Every surgeon, regardless of the field of 
surgery, must be prepared for such emer- 
gencies. As Dr. Cope points out in his fore- 
word, the surgeon is judged to a large extent 
by his skill during an emergency. 

The information in this volume will assist 
the general surgeon and the specialty surgeon 
in the management of most surgical emer- 
gencies. 

The book is well illustrated, well written, 
and should be in the library of every surgeon. 

The Proctologist will find a brief chapter on 
Proctologic emergencies. Although brief, the 
subject is well covered. 


MODERN TREATMENT By Fifty-three authors. 
Edited by Austin Smith, M.D., Editor of the 
Journal of the American Medical Associa- 
tion and Paul L. Werner, M.D., Secretary, 
Committee on Research, American Medical 
Association. 1146 pages. Price $20.00. Paul 
B. Hoeber, New York. 


This is one of the finest of the current 
therapy texts for the General Practitioner. 
The contributors are all authorities in their 
respective fields, and the superior editing has 
brought the material together with great 
skill and uniformity of presentation. 


The volume begins with an excellent discus- 
sion of the patient-physician relationship. 
This is followed by sections on the principles 
of therapy from the pharmacologic and im- 
munologic viewpoints. 

The excellent section on Sulfonamides and 
Antibiotics by Chester S. Keefer will interest 
all physicians. The Proctologist and Gastro- 
enterologist will find an unusually good chap- 
ter on gastro-intestinal diseases. 

All physicians will be interested in the 
material on the Psychosomatic Principles in 
Treatment, and the excellent chapter on 
Nutritional Principles in Treatment. 

Diagnostic tests which influence therapy are 
given adequate space. Such techniques are 
described for the gastroenterologist and Proc- 
tologist as well as for other fields of Medi- 
cine. 

There is an excellent section on Geriatrics. 
Indeed, it is difficult, in a brief review, to in- 
dicate the extensive scope and unitary ap- 
proach to the patient revealed in the editorial 
concept of this text. 

This is a book that should be in the library 
of every physician, regardless of specialty. 


MORRIS' HUMAN ANATOMY Edited by J. 
Parsons Schaeffer, A.M., M.D., Ph.D., Sc.D., 
D.Litt. Professor of Anatomy and Director 
of the Daniel Baugh Institute of Anatomy, 
Emeritus, The Jefferson Medical College. 


1718 pages, 1220 figures. The Blakiston 
Company, New York, Toronto, Eleventh 
Edition. 

The Eleventh Edition of this standard 


classic is as outstanding as each of the pre- 
vious editions, This work really does not need 
review. 

Students throughout the world have found 
this an ideal text for the development of their 
knowledge of anatomy. 

It is beautifully ‘liustrated, well arranged, 
completely authoritative and up to date. 

The gastroenterologist and proctologist will 
find an excellent section on the digestive sys- 
tem and the rectum. 
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The text is recommended without reserva- 
tion for every medical student, and for every 
surgeon who wishes to have a reference book 
in anatomy in his library. 


THE DIGESTIVE TRACT IN ROENTGENOL- 
OGY By Jacob Buckstein, M.D., Assistant 
Professor of Clinical Medicine, Cornell Uni- 
versity Medical College; Visiting Roent- 
genologist (Alimentary Tract Division), Bel- 
levue Hospital, New York City; Attending 
Gastro-enterolegist, Beth David Hospital, 
New York City; Consultant to the Central 
Islip State Hospital, New York; Norwalk 
General Hospital, Norwalk, Conn.; Good 
Samaritan Hospital, Suffern, New York; 
Formerly Consultant in Gastro-enterology to 
the U. S. Public Health Service and the 
U. S. Veterans Bureau. 2nd Edition, Volumes 
| and 2. Volume |, 543 pages, Volume 2, 
1202 pages. Both volumes containing 1,534 
illustrations in 897 figures. Price, $30.00 
J. B. Lippincott, Philadelphia, November, 
1953. 


The second edition of this excellent study 
is a worthy successor to the first. The reader 
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will be impressed with the careful documenta- 
tion of the validity of the roentgenographic 
diagnosis, as determined by operation or 
autopsy, with histologic confirmation. 

The clinician will be further impressed by 
the associated brief case histories. Illustra- 
tions are excellent throughout. The material, 
of course, is entirely up to date, highly 
authoritative, and based upon a vast experi- 
ence. 

The roentgenologist will find details of the 
technical procedures, the clinician will find 
adequate correlation between the films and the 
clinical findings and histories, and the student 
will find a very complete reference work. 

The book is recommended without reserva- 
tion to the gastroenterologist and proctologist. 


SURGICAL TECHNIQUE and Principles ot 
Operative Surgery By A. V. Partipilo, M.D., 
F.A.C.S., Associate Clinical Professor of 
Surgery, The Stritch School of Medicine of 
Loyola University, Senior Attending Sur- 
geon, Columbus Hospital, Senior Attending 
Surgeon, St. Mary's Hospital, Attending 
Surgeon, Chief Surgical Staff, Mother 
Cabrini Hospital. Consulting Surgeon, Chi- 
cago State Hospital, Chicago, Illinois. Lt. 


Colonel Medical Corp. A.U.S.,_ Inactive. 
704 pages. Lea & Febiger, Philadelphia, 
1953. 


This is one of the finest available texts on 
surgical technique. It will be useful to the 
interns and resident, the developing surgeon, 
and the surgical expert. The fifth edition car- 
ries on the tradition of previous editions, and 
is highly authoritative. The contributors are 
all experts in their fields. 

The present volume differs from other books 
on technique by including careful discussion 
of indications and on the physiologic changes 
in disease processes. 

The gastroenterologist and proctologist will 
be especially interested in the chapter on dis- 
turbed physiology in intestinal obstruction. 
Sections on the anatomy of the stomach, gas- 
tric surgery, gall bladder and hepatic duct 
surgery, surgery of the small intestine and of 
the large bowel, are especially well covered. 

The contributions of Dr. Oberhelman on 
Gall Bladder and Extra Hepatic Bile Ducts 
oa are particularly note-worthy and com- 
plete. 

The proctologist will find the chapters on 
cancer of the large bowel, and surgery of the 
large bowel, and anorectal diseases by Dr. C. 
Martin of special value. 

The text is beautifully illustrated through- 
out, and should be in the library of every 
surgeon, regardless of specialty. 
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SURGERY OF THE PANCREAS By Richard B. 
Cattell, M.D., Surgeon, The Lahey Clinic, 
New England Baptist Hospital and the New 
England Deaconess Hospital and Kenneth 
W. Warren, M.D., Surgeon, The Lahey 
Clinic, New England Baptist Hospital and 
the New England Deaconess Hospital. 374 
pages. W. B. Saunders, Philadelphia and 
London, 1953. 


This book emphasizes the great progress 
that has been made in recent years in pan- 
creatic surgery. The text presents a summary 
of the approach to surgery of the pancreas at 
the Lahey Clinic. It is based upon a large 
clinical experience, and is therefore highly 


authoritative (over 1,000 patients). 

This book places particular emphasis on 
diagnosis and surgical therapy, and the result 
of such treatment. 

As the authors point out, surgery of the 
pancreas is in a state of flux, and the con- 
clusions drawn are as of the date of publica- 
tion, and subject to change with further ex- 
perience. 

The text begins with a careful discussion of 
the anatomy and physiology of the pancreas, 
and goes on to the surgical considerations of 
pancreatic disease. The illustrations are ex- 
cellent. 

Every gastroenterologist, as well as every 
abdominal surgeon, will want this text for 
study and reference. 
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Name of Hospital | Course Time | Stipend 
University of California School of|Office Proctology April 29, full time 17.50 
Medicine, Los Angeles 

At: Campus and San Diego 
Los Angeles Graduate School of Proctology Arranged, once weekly, 
Medicine, 1858 W. Washington Blvd., 7 wks. Part Time 50.00 
Los Angeles 7 
Cook County Graduate School of|Lectures and Cadaver January 27, March 10, 
Medicine, 707 S. Wood Street, Course in Proctology May 26, 5 days, Part Time | 100.00 
Chicago 12 
Tufts College Medical School, Proctology II May 3-28, full time 250.00 
Postgraduate Division, 
171 Harrison Avenue, Boston, Mass. 
At: Boston Dispensary, Boston and 
Mt. Auburn Hospital, Cambridge 
University of Minnesota Center for|Proctology for General May 17-22, full time 40.00 
Continuation Study, Minneapolis 14|Physicians 
Joint Committee on Post-Graduate |Proctology April, twice weekly, 6 
Education, 1313 Bedford Ave., weeks part time 40.00 
Brooklyn 16 
At: Jewish Hospital 
New York Polyclinic Medical School|Proctology, Gastroenterol-|January, April, 6 weeks, 
and Hospital, ogy, Operative Proctology|part time 200.00 
345 West 50th St., New York 19 |(Dissection) 
Clinical Proctology and|January, April, 6 weeks, 
Gastroenterology part time 100.00 
Clinical Proctology Arranged, 6 weeks, part 
time 75.00 
Clinical and Cadaver Arranged, 6 weeks, part 
Proctoloay time 175.00 
University of Texas Postgraduate Proctology Arranged, 2 weeks, full 
School of Medicine, Temple time 25.00 
At: Scott and White Memorial 
Hospitals; Scott, Sherwood, and| 
Brindley Foundation | 
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LETTERS TO THE EDITOR 





—Contiomadfram.page 20 





Proctology.’ We will have your publica- 
tion available for all the doctors on our 
staff. Be assured our staff will wel- 
come it.” 

Sister Myron, Librarian, St. Cloud 
Hospital, 1406 Sixth Avenue North, 
St. Cloud, Minnesota. 

“We shall be most grateful to receive 
the gift subscription of ‘The American 
Journal of Proctology’ about which you 
wrote us. I am sure that it will be a 
most welcome addition to our Journal files 
here in the David B. Ackley Library of 
the Mercer Hospital. Thank you very 
much for so honoring us.” 

Mrs. Muriel W. Dembinski, Medical 
Librarian, The Mercer Hospital, 
Trenton 8, New Jersey. 

“ ... Thank you kindly for tke gift 
subscription of the ‘American Journal of 
Proctology.’ I am sure it will be greatly 
appreciated and enjoyed by our interns 
and staff members.” 

Medical Librarian, St. Benedicts Hos- 
pital, 3000 Polk Avenue, Ogden, 
Utah. 

“ ... We wish to thank you for the 
gift to our library of your quarterly pub- 
lication, ‘The American Journal of Proc- 
tology.’ Our resident surgeons and _ in- 
ternes as well as our attending staff con- 
tinue to find it interesting and useful.” 

Dr. John W. Scott, Chairman of Library 

Committee, Medical Library, St. 
Joseph Hospital, Lexington, Ken- 
tucky. 
. .. We are looking forward with a 
great deal of interest to the first issue of 
this journal, and assure you that the peri- 
odical will be publicized and used exten- 
sively in our hospital. Thank you very 
much for including our library among 
those to which this periodical will be 
given.” 

Methodist Hospital, Indianapolis. 

“ ... We are familiar with the Jour- 


“ 


nal and shall count it as a valuable ad- 
dition to our library.” 

Evelyn B. Key, Librarian, Medical Li- 

brary, Georgia Baptist Hospital, At- 

lanta, Georgia. 

“|. . 1 am sure that this Journal will 
prove to be of benefit to our house officers 
and staff members.” 

Dana S. Thompson, Executive Director, 
Central Maine General Hospital, 
Lewiston, Maine. 

. . .We consider it an honor to be in- 
cluded on your list of libraries selected 
for this gift.” 

Elizabeth F. Adkins, Medical Librarian, 
Alderman Library, University of Vir- 
ginia, Charlottesville, Virginia. 

“The Library of the Division of Health 
Affairs accepts with deep appreciation 
your offer of a gift subscription to the 
‘American Journal of Proctology.’ You 
will doubtless be pleased to know that 
your generosity will benefit members of 
the faculty, staff, and student body not 
only of our School of Medicine, Univer- 
sity Infirmary, and North Carolina Me- 
morial Hospital, but also of our Schools 
of Public Health, Nursing, Dentistry, and 
Pharmacy, all of which are component 
parts of the Division of Health Affairs. 
On behalf of the many members of the 
Division, then, I extend our sincere 
thanks.” 

Miss Myrl Ebert, Librarian, The Uni- 
versity of North Carolina, North 
Carolina Memorial Hospital, Chapel 
Hill. 


“ 


“|, . The intern and the resident staff, 
will greatly appreciate this wonderful 
gift.” 


Dorothy L. Schauer, St. Luke’s Hos- 

pital, Milwaukee 4, Wisconsin. 

“ ... We know it will be read and 
thus provide a continuing postgraduate 
course for our staff. Please accept our 

—Concluded on page 78 
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rilamine maleate (Merck), 2%, and 
an extract of selected crude coal tar, 
derived by an exclusive process of 
fractionation (Tarbonis brand), 5%, 
in an emulsified hydrophilic base, non- 
greasy and clean in application. The 
contained pyrilamine maleate is rec- 
ognized as of outstanding antihis- 
taminic value. The special tar extract 
in Histar is decongestant, anti-inflam- 
matory, and potently antipruritic. 
These two therapeutic agents appear 
to potentiate and complement each 
other's actions in a manner which may 
well be termed physiologic synergism. 


Histar is available on prescription 
in 2 oz. jars through all pharma- 
cies, and for dispensing and 
hospital purposes from supply 
houses, in 1 Ib. jars. 





ConstantLy broadening clinical 
use has shown Histar to be of excel- 
lent value in allaying the torment of 
pruritus ani. Its contained pyrilamine 
maleate, reported to be considerably 
more potent than many topical anes- 
thetics, together with the notable anti- 
pruritic action of its special tar extract, 
assures the proctologist of rapid re- 
sponse, when Histar is prescribed in 
pruritus ani, whether secondary or 
idiopathic. 

THE TARBONIS COMPANY 


4300 Euclid Avenue + Cleveland 3, Ohio 
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LETTERS TO THE EDITOR 
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sincere thanks for being included in the 
hospital libraries you selected.” 
Miss Hazel I. Schmid, Medical Li- 
brarian, The Allentown Hospital As- 
sociation, Allentown, Pennsylvania. 


Proctitis 
Dear Sir: 


Would you please outline the treatment 
of the type of proctitis due to Terramycin 
or other antibiotics? 

Thank you. 

M.D., New York 


Dear M.D., New York: 

Writing in Modern Treatment (Hoe- 
ber), Dr. Chester S. Keefer states that 
(in Terramycin therapy), “In a few cases, 
a@ new infection due to monilia may ap- 
pear in the mouth, throat, intestinal tract, 
and vagina. The only control for such 
new infections at present is to discontinue 
the antibiotic.” 

The localized form of moniliasis may 


cause proctitis and pruritus ani. Perhaps 
the most effective local treatment is one 
or two per cent aqueous gentian violet. 
The gentian violet solution may be ap- 
plied directly to the skin or mucous mem- 
branes, or used in suppositories (0.12 gm. 
of gentian violet in each suppository). 

Acute inflammatory involvement of the 
skin may be treated with wet dressings 
of potassium permanganate (1:5,000). 

Large dosage of B complex should be 
advised, and particular! riboflavin in 5- 
10 mgms. doses three times daily. 

Brewers yeast and wheat germ will be 
valuable for their large B complex com- 
ponent, and to assist in changing the in- 
testinal flora. Buttermilk should be taken 
in large quantities, and Yogurt is also 
recommended, for the same purpose. 

All possible dietary irritants, including 
alcholic beverages, spiced and fried foods, 
must be avoided. 

Other local treatment, for complicating 
pathology, should be provided, as indi- 
cated. 


+ | 
‘~ 


FELLOWSHIP KEY 


A Fellowship Key of 10K Gold as illustrated, is now available to Fellows of 
the International Academy of Proctology. 


Applications for the Fellowship Key should be made to the office 


of the Secretary, 43-55 Kissena Blvd., Flushing, N.Y. 


A check in the amount of $15.00 should accompany the order 


for the key. 
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